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The mechanism responsible for the allergic 
state is not so much a pathologic condition as 
it is a pathologic exaggeration of a normal 
physiological response’. 
ly considered necessary for the development 
of the allergic state exists normally in each of 


The mechanism usual- 


us. This has been definitely proved by Wal- 


zer and his associates? These workers ob- 
tained serum from a case strongly allergic to 
fish and injected it into the skin of a non- 
allergic recipient, thereby rendering this por- 
tion of the skin passively sensitized to fish. 
The recipient ate the fish in question, and 
within a short time urticarial wheals appeared 
at the site of the passive transfer. This was 
repeated, and the work was checked with con- 
trols. The same results were produced again 
in a case sensitive to eggs. These experiments 
are frequently confirmed by almost everyone 
specializing in allergy. The 


histories illustrate this phenomenon: 


following case 


Baby C. W. V., Jr., on whom an eczema had de- 
veloped when he was three weeks old, was brought 
to me at the age of six months for examination 
and treatment. Since the baby was breast fed, 
the attending physician thought it wise to place 
him on cow’s milk. The eczema progressed and 
soon extended over the entire body. The baby 
was then placed on Sobee3, later on goat’s milk, 
and then eventually on many other formulae, each 
of which seemed to be worse than the previous 
one. At the age of six weeks, the baby developed 


*Read before the Louisiana State Medical Socie- 
ty, New Orleans, April 29-May 1, 1935. 


asthma and continued to have the asthma at fre- 
quent intervals until the time of the allergic 
examination. The father acted as test subject, and 
forty areas of skin were sensitized by using serum 
from the baby. These 
the back, abdomen, 


areas sensitized were on 
arms, forearms, and thighs. 
On the third day after the injection of the serum, 
the father ate an egg for breakfast. About two 
and a half hours after ingestion of the egg, he 
called me by long distance telephone to tell me 
that each of the forty areas which had been sensi- 
tized had suddenly become a large wheal and was 
itching severely. Thirteen days later, at my sug- 
gestion, he again ate eggs for breakfast and had 
a return of the giant wheals at the point of the 
injections. It was found that the baby was strong- 
ly sensitive to eggs, but the father was not sen- 
sitive to them. The baby was sensitive to milk, 
wheat, and many other foods which the father ate 
almost daily, but which did not cause him to have 
urticaria. 


Another interesting case is that of Baby J. B. 
H. Jr., whom I first examined at three months of 
age. This baby had an eczema involving the face, 
arms, forearms, and upper portion of the chest. 
Since the mother of the baby had urticaria fre- 
quently, and, the baby was breast fed, the mother 
thought it probable that if she were placed in a 
state of allergic balance, the baby would not have 
his eczema. She was tested and found sensitive 
to many foods. These foods were eliminated from 
her diet, and she was relieved immediately. Un- 
fortunately, placing the mother in a state of aller- 
gic balance did not relieve the baby. By 
doing a passive transfer test, using an aunt 
as test subject, it was found that the baby was 
sensitive to several foods to which the mother was 
not sensitive. as these additional foods, 
the principal one of which was egg, were eliminat- 
ed from the diet of the mother, the baby cleared 
up and has remained well to the present time. 


As soon 


Prior to the work of Walzer and his asso- 
ciates*, it was generally believed that the one 
requisite for the production of the allergic state 
was the introduction of foreign protein directly 
into the blood stream. If the work of Walzer 
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and his associates is correct, and if such ob- 
servations as those mentioned above are to be 
considered, we must change our conception of 
protein metabolism. If the proteins are broken 
down into their constituent amino acids in the 
alimentary canal and absorbed into the blood 
stream as such, it is quite evident that they 
should not produce symptoms in the nursing 
baby or in the individual who has certain areas 
of skin passively sensitized to foreign protein. 
It is evident from these observations that the 
requisite for the production of the allergic 


state is normally present whenever protein 


Why it is that 
some persons do become sensitized under these 


foods are being assimilated.’ 


conditions and other persons do not remains 
to be explained. 


Food sensitization may be responsible for 
many allergic conditions, some of which I shall 
not discuss. The more important manifesta- 
tions are asthma, allergic bronchitis, hoarseness, 
urticaria, 
angio-edema, eczema, headaches, and migraine. 
Though there are other causes of these condi- 


tions, it should be remembered that food sensi- 


perennial hay fever, sinus trouble, 


tization is very often the causative factor. 
INDIGESTION 

This indefinite word is the chief complaint 
of more than fifty per cent of the patients seen 
by most internists or general practitioners. If 
the patient has an organic disturbance in the 
abdominal cavity, such as an ulcer, chronic ap- 
pendix, acute appendix, or gall bladder disease, 
the chief complaint is usually indigestion. 
On the other hand, we see many patients who 
complain of 


indigestion for which no or- 


ganic cause can be found. Most of these pa- 
have definite 
symptoms of an organic disturbance which can 
not be confirmed by the usual methods of ex- 
amination have a food sensitization. 


tients and many of those who 


If we keep 
food allergy in mind, we can certainly improve 
our diagnostic efficiency. We must remember, 
however, that an allergic individual, in addition 
to his allergy, may have any organic disturbance 
of the intestinal tract, such as appendicitis, 
choleocystitis, choleolithiasis, diverticulosis, in- 
tussusception, volvulus, fecal impaction, or 
The following case history will il- 
lustrate that allergy may 


carcinoma. 


be responsible for 
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symptoms that are usually found with an or- 
ganic condition. 


Mrs. J. A. S., aged 61 years, was examined in 
November, 1933. For over twenty years this patient 
had been troubled with intestinal symptoms upon 
the basis of which her family physician had made 
separate diagnoses of gall stone colic and acute ap- 
pendicitis. A consulting surgeon had upheld the 
former diagnosis. When, about nineteen years 
prior to my own examination, another surgeon 
made the diagnosis of acute appendicitis, an ex- 
ploratory operation was performed. Both gall 
bladder and appendix were found to be perfectly 
normal. The appendix was removed. While still 
is the sanitarium, convalescing from the operative 
procedure, the patient had an attack 
acute appendicits. 
tacks every week 


simulating 
She continued having these at- 
or two during the next nine 
years. In 1923, a diagnosis of duodenal ulcer was 
made. This diagnosis was confirmed by roentgen 
ray examination but the condition failed to re- 
spond to the usual ulcer treatment. Symptomatic 
relief for about a year was obtained by strict diet- 
ing. After this period, the patient, no longer ad- 
hering to any dietary regime, at varying times had 
symptoms of duodenal ulcer, of choleocystitis, or 
of acute appendicitis. -Roentgen ray studies made 
during the course of my examination revealed 
that she had a duodenal ulcer, a normal function- 
ing gall bladder and a colon spastic in the descend- 
ing portion. It was found that she was sensitive to 
many foods, and the elimination of these has given 
complete relief to this patient’s 
toms. 


distressing symp- 


The following case illustrates that an organic 
condition may be responsible for an allergic 
unbalance : 


Mrs. R. V. R., aged, 33 years, was examined in 
June 1933. This patient had giant 
most continuously. Its severity such that 
testing was very unsatisfactory, because com- 
paratively few areas of normal skin large enough 
for the conducting of tests could be found on the 
body. After this rather unreliable testing had 
been completed, the patient was placed on a diet. 
She showed very little improvement; the urticaria 
persisted, and adrenalin, ephedrine, and other 
drugs had to be resorted to almost constantly. 
The patient had pain and soreness in the lower 
right quadrant of the abdomen almost continuous- 
ly, symptoms which I judged to be allergic mani- 
festations. The diet was changed many times, 
tests were repeated, elimination diets were tried, 
food diaries were kept, but still she did not im- 
prove. During the latter part of 1933, she had 
an attack of acute appendicitis, and the appendix 
was removed by one of my associates. Since that 
time she has had no trouble with the urticaria 


urticaria al- 
was 
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except when she eats excessive quantities of wheat 
products. 
PEPTIC ULCERS 

Every internist has patients with peptic 
ulcers that seem to resist all forms of treat- 
ment. During the last five years, I have used 
five or six different specific treatments for 
peptic ulcer. Instead of using the specific 
treatment as it was usually outlined by the 
manufacturer of the product, I used it in con- 
junction with a modification of the Sippy 
treatment. So far as I have been able to de- 
termine, my results have been about the same 
as they were when I used just the modification 
of the Sippy treatment. These adjuncts to the 
treatment have done very little or no good. If 
one treats many peptic ulcers and uses the 
Sippy treatment or a modification thereof, 
eventually he will have on his hands a number 
of patients who have their symptoms year after 
year. These patients may get temporary relief 
while on strict dietary regimes. They may be 
able to go on fairly liberal diets for a few 
months, but the symptoms usually return. Kern 
has made the observation that peptic ulcer, in 
persons allergic to milk, heals much more rapidly 
if the ulcer diet contains no milk.4 In the 
early part of 1933, I began experimenting with 
patients who had not responded to the usual 
treatment for peptic ulcer. These studies were 
continued throughout 1934. Most of the pa- 
tients were found to be sensitive to milk, and 
those who were not sensitive to milk were 
found to be sensitive to some food which had 
been added to their diets early in the treatment. 
At the beginning of 1935, because of my un- 
usually good results on those patients whom I 
considered would not respond to the medical 
treatment of peptic ulcer, I began using this 
form of treatment for all types of peptic ulcer. 
Of course, at this time, it is too early to evalu- 
ate any of the results. The following case re- 
port illustrates one of the patients who has had 
his symptoms for a number of years. I have 
selected this case primarily because this doctor 
has been of untold assistance to me in experi- 
menting with his diet. 

Dr. B. H. D., aged 40 years, had been under my 
care since the latter part of 1928 and under the 
care of my associates and myself for a period of 
thirteen years. The symptoms, physical examina- 


tion, and roentgen ray examination revealed that 
he had a duodenal ulcer. The ulcer resisted, all 
forms of medical treatment, and for this reason 
we had on numerous occasions advised operative 
procedure, which he persistently refused. In July, 
1934, after having relieved two of his patients who 
had findings of marked, similarity and of about 
equal duration, I, at his request, did a food test on 
him. Within a week after going on a diet elimi- 
nating several foods to which he was sensitive, 
he was relieved of all symptoms. Since that time, 
he has experimented with his diet and can at will 
cause a return of symptoms. For the first time 
in thirteen years, a roentgen ray examination re- 
cently made failed to reveal an ulcer. Through- 
out the course of his illness, this patient was 
troubled with constipation. Since the beginning 
of our present plan of treatment, with the excep- 
tion of those times when we are experimenting 
with the diet, he has been relieved of this condi- 
tion. 


COLIC AND COLITIS 

The colon often reacts, sometimes in an 
acute flare-up, sometimes with _ persistent, 
chronic symptoms. The infant with colic is at 
times allergic. Mucous colitis is almost always 
due to an allergic reaction. The symptoms 
are cramping, lower abdominal pains which 
come and go, sometimes diarrhea, and often 
the passing of strings of jelly-like mucus in 
the stool. The condition is often mistaken for 
chronic appendicitis, and the appendix is not 
infrequently removed without benefit. 


CONSTIPATION 


There are many causes of constipation. Al- 
lergy is only one of them. Spastic constipa- 
tion is usually allergic. The predominant fea- 
ture of gastro-intestinal allergy is spasm of the 
intestinal muscles. Sometimes this increased 
spasticity takes the form of increased peristalsis 
with consequent diarrhea; sometimes the spasm 
remains more stationary, and then we have 
spastic constipation. The diarrhea and con- 
stipation may alternate. 


DIARRHEA 


Recently,® I reported a series of cases, all 
allergic, presenting this symptom. Most of 
these patients had been treated for many years, 
some of them for amebic dysentery, some for 
hypochlorhydria. As a matter of fact, almost 
every known treatment for diarrhea had been 
used on them. The acute diarrhea of short 
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duration found in some cases of food idiosyn- 
crasy and cause by easily identified 
food, such as crab meat, or strawberries, can 
be readily corrected by the avoidance of the 
particular food to which the patient is sensi- 
tive. The chronic diarrheas due to food in- 
gested almost daily, such as milk, wheat, eggs 
and Irish potatoes, require an allergic survey for 
the determination of the allergens. The fol- 
lowing case, not of long duration is rather 


some 


typical : 
Mrs. A. J. M., aged 62 years, came to me in 
August, 1934. About six months prior to the ex- 


amination she had become rather 
ject to diarrhea. 


suddenly sub- 
She had from eight to twenty 
very watery bowel movements daily. There was no 
fever, no distention, no tenesmus, no blood, but 
there were large quantities of gas. She had been 
on several diets, but had received no relief from 
them. She had taken the usual medication with- 
out relief. During the two weeks previous to my 
examination, there had heen large quantities of 
mucus. She had been troubled with asthma since 
early childhood and with hay fever for four years. 
After being tested, she was placed on a diet which 
eliminated wheat, eggs, milk, and many other 
foods. Since that time, she has had very little 
trouble. When she does have any, she can ac- 
count for it by some discrepancy in the diet; for 
example, on several occasions she obtained rye 
bread from the baker, and diarrhea was produced 
by the wheat flour in the bread. 


CYCLIC VOMITING 

Some children have periodic attacks of nausea 
and vomiting with fever, usually attributed to 
appendicitis, but actually due to food allergy. 
The child with cyclic vomiting often becomes 
the adult with migraine®. 

ITCHING PILES AND PERI-ANAL ECZEMA 

There are many causes of this condition, but 
most of them can be eliminated by rectal ex- 
amination. This should be done before con- 
sidering allergy. If no cause can be found, 
we should remember that one-third of the cases 
are allergic.? 

EPILEPSY 

In 1924, Miller’ reported a series of cases 
He reported thirty-eight per cent 
of his cases relieved. 


of epilepsy. 
This result is certainly 
better than most allergists have been able to 
obtain since that time. I personally believe 
that these cases are due to a mistaken diagnosis, 
just as many cases have been called epileptics 
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when, as a matter of fact, they had a hypo- 
glycemia. The epileptic relieved by allergic 
methods of treatment is like the patient who 
has a bronchial pneumonia that can be relieved 
by one or two doses of adrenalin. 
words, I believe that our epileptics who are 
cured by allergic methods of treatment are not 
epileptics at all, but persons who have 
anaphylactic shocks due to certain foods. The 
following history illustrates a case of this kind: 


In other 


are 


Mr. W. S. W., aged 40 years, was first examined 
by me on February 1, 1933. For eight years prior 
to my examination he had been troubled with 
peculiar attacks of unconsciousness and_ shock. 
Several physicians had made diagnoses of epilepsy, 
but the patient thought his attacks were in some 
way due to foods. His attacks usually began with 
pain in the abdomen and most often were ac- 
companied by nausea and vomiting, profuse perspi- 
ration and weakness. Sometimes he lost conscious- 
ness, although the attacks were not always so 
severe. At first they occurred only occasionally, 
but at the time of my examination he had them 
weekly. As a boy he had worked around flour 
mills and had been troubled with asthma, angio- 
edema, and urticaria. After coming South, these 
allergic manifestations stopped, but within a year 
he developed the more serious malady mentioned 
above. He was found to be sensitive to severai 
foods, wheat being the principal one. Elimina- 
tion of these foods from his diet effected an im- 
mediate cure. He returned to the North in 1934. 
A letter received from him last December states 
that he was perfectly well at that time. 


SUMMARY 


1. The physiology of the allergic state is 
discussed, with the presentation of two cases 
illustrating a phase of protein metabolism not 
understood at the present time. 


2. <A case 
allergic 


is reported illustrating that the 
may simulate such 
acute appendicitis 


state pathologic 


conditions as and acute 


cholecystitis. 


3. A case is presented illustrating that a 
pathologic gastro-intestinal condition may be a 
contributing factor to a state of allergic un- 
balance. 


4. Recent experimenting in the allergic 
treatment of cases of peptic ulcer indicates that 
patients who do not respond to the usual medi- 
cal treatment may respond to allergic methods 
of treatment. The latter form of treatment is 
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now being tried on all cases of peptic ulcer 
seen by the writer. 


5. Additional gastro-intestinal allergic man- 
ifestations are discussed. 

6. A case of anaphylactic shock simulating 
epilepsy is reported. 
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DISCUSSION 
Dr. A. L. Levin (New Orleans): 


is no longer confined to 


Food allergy 
the domain of experi- 
has advanced very rapidly. 
The time is ripe for food allergy to occupy a more 
important place in modern medicine. The average 
practitioner is not allergic minded. Dr. Browning 
deserves credit for bringing to our attention such 
an important subject. The mucous membrane of 
the gastro-intestinal tract no doubt plays the 
same role for the offending molecule of food 
protein as the mucosa of the respiratory tract 
does for the pollens of plants, flowers, trees and 


mental medicine. It 


grasses. The manifestations are known though 
the modus operandi is still a mystery. Various 


theories and explanations do not satisfy all ave- 
nues of doubt. Skin tests unfortunately are not 
always reliable criteria for the determination of 
gastro-intestinal hypersensitiveness. This is prob- 
ably accounted for by the fact that the individual 
is sensitive to some digestive by-product rather 
than to the substance for which the test is made. 
The gastro-intestinal 
be of 


disturbances considered to 
origin are the following: sensory 
disorders of the tongue and mucosa of the mouth; 
sores within the mouth; swelling of the tongue 
and buccal mucosa; swelling of the lips; canker; 
nausea; anorexia; vomiting; intestinal hyper- 
activity and pain. According to Duke the abdomi- 
nal pain and other’ gastro-intestinal symptoms 
seem fundamentally analogous pathogenically to 
the symptoms of hayfever and asthma. Following 


allergic 


the injection of pollen extract, some patients suf- 
fer from varying grades of indigestion and ab- 
dcminal pain. The pain is severe, localized in 
the epigastric area, and lasts sometimes for hours. 
In some cases this is the only manifestation of 
reaction to pollen. It is also an interesting fact 
that about 50 per cent of patients suffering from 
food allergy have had demonstrable 
lesions in the alimentary tract or 


pathologic 
its appendages. 
Claims are made by some observers that alimen- 
tary allergy is responsible sometimes for spasm, 
hypermotility, hypersecretion, edema of the 
mucosa and local anemia. Exploratory findings 
of the gastro-intestinal tract often revealed hem- 
orrhages in the bowel wall, edema. of the intesti- 
nal mucosa, urticarial swelling of the 
and smooth muscle spasm. 


stomach 


The history of the patient ag a rule makes the 
diagnosis. An individual who is ordinarily free 
from digestive distrubances will invariably de- 
velop gastro-intestinal symptoms after eating cer- 
tain kinds of focd. This is definitely a case of 
food allergy. In chronic diarrhea of allergic, 
origin it is often difficult to ascertain the char- 
acter of fcod causing the irritation. The fortunate 
element about food allergy is the simple plan of 
treatment; eliminate the offending article of food; 
and this is often of great diagnostic significance. 

I have seen cases where endocrine insufficiency 
produced manifestations thought to be of food al- 
lergy and the relief came not from the elimina- 
tion of food but only after glandular therapy. 
The results were spectacular. I am still skeptical 
about accepting the contention that a real chronic 
septic ulcer can be produced by food allergy and 
that such an ulcer will heal 
food elimination process. 


promptly by mere 


In regard to appendiceal symptoms masked by 


allergy, I would not advise anybody to take a 
chance on the side of allergy but would urge 
surgical intervention. This is the real danger 


point in allergy. Remember we still see too many 
cases of ruptured appendices. 

Dr. B. G. Efron (New Orleans): I want to thank 
Dr. Levin for stating that we allergists have got- 
ten to the stage of medical respectability, and also 
want to compliment Dr. Browning on his exten- 
sive series of food allergies. In our work we have 
been unable to get such an extensive series of 
purely fcod cases. We do see cases sensitive to 
foods. Certainly, at least in New Orleans, we do 
not see such a tremendous number of pure food 
allergies. About three years ago, I reported a 
small series of allergies with only gastro-intestinal 
manifestations. 

My own experience as to skin tests: I used to 
say 50°per cent of cases gave a positive reaction, 
now I would say only about 25 per cent give posi- 
tive reactions. Anybody who does allergy, by re- 
lying cn skin tests entirely, will miss just as many 
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cases as one would miss, let us say, of syphilis, 
by relying on a’ positive Wassermann. It is only 
fortunate that some cases give us diagnostic re- 
actions, particularly is this true of urticaria and 
angioneurotic edema. 

One question I would like to ask Dr. Browning 
is what antigens does he use for tests? Does he 
intradermal technic? If 

technic, what strength 


use the scratch test or 
he uses the intradermal 
dilutions does he use? 

The use of the diets originally put out by 
Rowe and modified biologically by Vaughan to- 
gether with diet diaries is of inestimable value in 
arriving at a diagnosis of food allergy. 

Some diarrheas, Dr. Silverman and myself dis- 
covered, are due to sensitivity to B. dysenteriae. 

Dr. Daniel N. Silverman (New Orleans): It 
seems to be a contention between the 
enterologists and the allergists and I cannot let 
them outnumber us. 

Sometimes symptoms point very prominently to 
lesions and may really be due to other 
causes. Infrequently, hemorrhage from the In- 
testinal tract is due to hypersensitivity to food. 
One striking case of this I encountered was in a 
butcher who was hypersensitive to veal. It was 
thought he had an ulcer as he had a massive in- 
testinal hemorrhage and during investigation he 
developed, a typical case of urticaria, and upon in- 
the latter symptom it was found 
to be a case of food allergy. Thinking [I had 
somewhat of an unusual case at the time, [ 
looked up the literature and Lenz 


gastro- 


organic 


vestigation of 


of Brooklyn, 
ten years ago, had shown that in cases of asthma, 
50 per cent bled from, the intestinal tract. 

As a result of this particular case of hemorrh- 
age from the intestinal tract, I stumbled upon the 
fact thai there was such a condition of anaphylaxis 
or reaction in B. dysenteriae infection. This first 
case that I saw was one who gave a history of 
having had dysentery five years ago, had no 
dysentery, but continued to bleed from the lower 
mucous membrane. She harbored B. dysenteriae 
as was shown by skin tests and this was a true 
case of allergy due to B. dysenteriae. 

Dr. W. H. Browning (In conclusion): I wish 
to stress one point mentioned by Dr. Levin and 
to agree with his statements in general. There 
must be some relation between allergy of gastro- 
intestinal and respiratory systems to liver dis- 
function. Experimental work indicates that the 
liver fails to act as a capable barrier to proteins 
in the allergic individual. 
question about the 
antigen used. I use the scratch and intracutane- 
ous methods of testing. For the former, I use 
antigens prepared by Arlington Chemical Company, 
and for the latter, I use the antigens of Lederle. 
The dilution of the intracutaneous antigens varies 
according to nitrogen content. 


To answer Dr. Efron’s 


Dusos—Digitalization 


The trouble with food testing is that we fre- 
quently do not do enough testing. Many tests are 
necessary. Both methods of testing should be used 
and large numbers of foods should be used. The 
elimination diets of Rowe, Vaughan and others 
are often useful. The food diary, introduced by 
Vaughan and modified by Rinkle, is helpful. 

About finding so many pure food allergics, I will 
say that food allergy is much more common than 
is usually thought. There may be some other 
allergic manifestation present and complicating 
the picture. However, pure food allergy is by no 
means rare. 

I have had no experience with the type of case 
that Dr. Silverman mentions. 





DIGITALIZATION, IN CARDIAC 
FAILURE* 


LOUIS J. DUBOS, M. D. 
NEW ORLEANS 


This subject is being presented because it 
has been my experience that both medical stu 
dents and physicians alike are rather skeptical 
today as to the good results to be gained by 
the use of digitalis in cardiac work. On several 
occasions, when suggesting a change in the 
manner or method of using this drug, I have 
been frankly told that “it would make very lit- 
tle difference how the digitalis was administer- 
ed, as but a small amount of good could be 
expected, at best”. Now it is my candid opin- 
ion, that, barring the ever present possibility 
of idiosyncrasy, over which neither physician 
nor patient has control, but which, after all, 
causes only a very small percentage of the sup- 
posedly bad and indifferent effects of digitalis, 
the fallacious idea mentioned above has been 
brought about, because of any one, or all, of 
three common causes, namely : 

1. The use of digitalis, when contra-indi- 
cated. 

2. The prescribing of a tincture of insuffi- 
cient strength. 

3. Inadequate dosage; as a rule, entirely too 
small. 

Now I will endeavor to say just a few words 
in explanation of these. 





*Read before the Louisiana State Medical Society, 
New Orleans, April 29-May 1, 1935. 

7From the Department of Medicine, Tulane Uni- 
versity School of Medicine, New Orleans. 














Dusos—Digitalization 


Under the first heading, namely, contra-indi- 
cations, I wish to emphasize the fact that the 
use of digitalis should be limited only to those 
types of heart cases from which good can be 
expected, and that this drug should not be pre- 
scribed promiscuously in each and every condi- 
tion associated with cardiac pathology, such as, 
sad to say, was formerly the case. Most of us 
can remember the days, and not so very long 
ago, when our patients were routinely placed 
on digitalis just as soon as a cardiac diagnosis 
was made, regardless of type, condition, or 
etiology; and quite naturally very little good, 
and maybe a great deal of harm, could have 
been expected from such haphazard adminis- 
tration. 


How often can we recall the instances when 
apparently healthy young men and women were 
placed upon digitalis, merely because some eager 
and inexperienced physician found the presence 
of a systolic murmur at their apex? Likewise, 
how often can we recall the times when some 
youthful robust athlete digitalis, 
merely because an over-zealous examiner found 
evidences of hypertrophy? 


was given 
These poor indi- 
viduals, thinking they were afflicted with a so- 
called “Bad Heart’, were prone to neurasthe- 
nia, and went through life victims of cardio- 
phobia, if we may so coin the term, always 
fearful of a veritable “Sword of Damocles” 
forever overhanging their head. Again, can 
we remember the instances when routine digi- 
talization was instituted in each and every case 
of lobar pneumonia, whether there was a par- 
If we look 
fairly and squarely into the past, we will re- 


ticular need for the drug, or not! 


call how certain of those patients were over- 
stimulated, actually made worse, by the too free 
But to- 
In our pneu- 


use of an unwisely employed drug. 
day we are taught differently. 
monias, instead of resorting to routine digitali- 
zation as formerly, we prescribe this drug, 
only when the shows 


yneumonitis signs or 
D> 


symptoms of a failing or fibrillating heart, 
proving that there is an actual and undeniable 
demand for its use in that particular case. To- 
day we are taught that certain of the arrhyth- 
mias, such as extrasystoles, block, and the 
like, are real contra-indications to the use of 


digitalis, and therefore, in these conditions, 


607 


other types of medication should be given. Now, 
having dwelt at length on when not to employ 
digitalis, the question naturally arises :—*What 
are, then, the chief cardiac indications which 
actually call for the need of this drug?” We 
may simplify our answer by stating that the 
three chief heart conditions which unquestion- 
ably require digitalization, are cardiac failure 
and auricular fibrillation and flutter. Time 
does not permit me, here, to go into det is 
to which signs and constitute ihe 
broad term “failure”, but we can say that evi- 
dences of right heart dilatation, as well as gal- 


lop rhythm and pulsus alternans, when the lat- 


symptoms 


ter occurs at a normal rate and not accompany- 
ing paroxysmal tachycardia, are all accurate 
signs of a failing myocardium. Likewise do 
we know that dyspnea on exertion, moist rales 
at the bases of the lungs, edema of the ankles 
at the end of the day, and hepatic enlargement 
are all confirmative signs of heart failure, and 
are therefore justifiable indications for the em- 
ployment of digitalis. 

In the second category, namely, the prescrib- 
ing of tinctures of insufficient strength, lies 
one of the chief reasons for our lack of faith 
in digitalis today. All of the experimental 
work done by Eggleston and Pardee, was with 
100 per cent 
strength; yet how many of us take the trouble 
and time to be sure that we are prescribing and 
getting a tincture of similar potency and thera- 
peutic value? I daresay that all of us are fami- 
liar with the extreme instability of the average 
tincture of digitalis 


the use of a preparation of 


on the market, realizing 
only too well how quickly and easily it loses 
its strength when exposed to light and air! 
Yet, strange to say, as scrupulous and careful 
as we are in insisting that our vaccines and 
serums are fresh, most of us are utterly in- 
different and careless when it comes to pre- 
scribing digitalis, one of the most notoriously 
unstable and easily deteriorated of all the drugs 
in the Pharmacopoea. The average physician, 
as a rule, is thoroughly satisfied to have the 
pharmacist dispense his prescription from some 
large container on the shelves for weeks or 
months, which bottle has probably been opened 
and reopened, as occasion demanded, until the 
preparation within has lost practically all of its 
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strength and medicinal value. Is it any wonder, 
then, that such a tincture fails to produce the 
desired results? Today, there is no need for 
any of us to gamble on the potency and fresh- 
ness of our drug, for all of the larger pharma- 
ceutical houses have on the market standard 
tinctures of digitalis of known 100 per cent 
strength, already dispensed in small individual 
containers which have never been exposed to 
light and air until opened for the first time 
for our own individual patient. The advant- 
ages derived from insisting on such a prepara- 
tion for our cardiac cases are self-explanatory, 
and need no further comment. 

In the third and final category, namely, in- 
adequate dosage of our drug, lies another com- 
mon cause for lack of confidence in digitalis. 
When called in consultation on cardiac cases, 
| invariably find that the dose given is en- 
tirely too small to produce the desired results; 
and that therefore again the criticism lies with 
the physician rather than with the drug itself. 
A very easy and practical way to estimate 
proper dosage in the administration of digitalis 
is to employ a modified method of Eggleston's 
Multiply 
pounds, by the constant .14, and this result 


as follows: the body weight in 
represents the number of cubic centimeters of 
a 100 per cent tincture necessary to digitalize a 
patient of that particular weight. One half 
(%) of this total quantity, should be given on 
the first day; one quarter (14) should be given 
on the second day; and the final quarter (4 ) 
on the third day, when your patient is consid- 
ered fully digitalized. From then on, he is 
placed on a maintenance dose of approximately 
2 c. c. daily, determined such, because the ex- 
perimental work of Pardee has shown that ap- 
proximately 2 c. c. of digitalis are excreted by 
the human body each day, and consequently, an 
equal amount should be given for purposes ot 
maintenance. Now, let us briefly simplify with 
a concrete example: 

If our patient weighs 175 pounds, then we 
multiply 175 by .14 (constant), and the result 
proves that it requires 24 c. c. of tincture digi- 
talis to thoroughly digitalize a patient of 175 
pounds, weight. As stated before, one half of 
this, or 12 ¢. c. should be administered on the 


first day; one quarter or 6 c. c. should be given 


on the second day, and the final 6 c. c. on the 
third day. Thereafter, a maintenance dose of 
approximately 2 c. c. daily should be continued 
indefinitely. 

Now in conclusion, | wish to state that | 
have dwelt on this subject, not with the idea 
of imparting anything new—but merely with 
the thought of emphasizing, in my opinion, the 
most common pitfalls responsible for the fail- 
ure of digitalis in clinical work. Lastly, as a 
final remark, I suggest that before you in- 
stitute digitalization on any cardiac case, you 
strive to remember the three following axioms, 
namely : 

1. Be sure that there is a particular need 
for digitalis in the patient about to be treated. 

2. Assuring yourself of this, prescribe a 
preparation of sufficient strength to warrant 
confidence. 

3. Satisfying youself as to proper indica- 
tion, and 


correct medication, use in large 


enough dosage to accomplish results. 
DISCUSSION 

Dr. P. H. Jones, Jr. (New Orleans): In listen- 
ing to the remarks of the essayist, one can only 
be in complete agreement with what he says. It 
is entirely fallacious to think digitalis is going 
to be helpful for the average individual in all 
cases of cardiac disability. This is particularly 
true in regard to pneumonia. The pros and cons 
of contest about pneumonia have been fought for 
three generations and probably concluded now in 
the following way: A group of investigators in 
New York treated alternate cases with and with- 
out digitalis. After extending the investigation 
over three years, it became evident to all that the 
mortality in the group that had digitalis was 16 
per cent higher than in the group that did not 
have digitalis. That more or less proved what 
Dr. Dubos said, that there should be definite and 
positive indication for the use of digitalis before 
its administration; it must be expected that digi- 
talis will do some particular thing for the fune- 
tion of the heart muscle. 


About the various preparations being deterior- 
ated before they are put into use, most pharma- 
ceutical houses consider any preparation over six 
months old as being deteriorated. It is claimed, 
but is probably yet to be determined definitely, 
that the preparation of digitalis in the powdered 
leaf form may not deteriorate so rapidly. The 
dosage used is a dram to thirty pounds of body 
weight. 

I agree heartily with the essayist that when 
digitalis is given it should be for a definite pur- 
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accomplish some _ particular effect in 


pose, to 
eardiac function. 


Dr. Chaille Jamison (New Orleans): I agree 
most heartily with the substance of the essayist’s 
remarks. I would like to add a little, however, in 
regard to the doses. 


In the first place, the method of calculating the 
dosage and the method of dosage that Dr. Dubos 
has suggested is the method known as rapid 
digitalization, the idea being to get as much 
digitalis to that heart as it can bear. In a cer- 
tain group of cases I believe that this is a rather 
dangerous proceeding. I do not think we should 
wed ourselves to rapid digitalization alone, par- 
ticularly in the late group, the group that we de- 
fine as the “senile heart,” the arteriosclerotic 
heart. I personally do not believe in rapid digital- 
ization in such cases, I believe in slow digitaliza- 
tion. Again, many of the gentlemen here have 
already heard me many times state my opinions 
and I hope I have backed them with some proof, 
that digitalis in the face of congestive heart fail- 
ure which is due to aortic regurgitation does not 
effect as ready a response, or in as high a per- 
centage, as heart failure due to other causes. The 
ideal conditions in which we expect a response to 
prompt digitalization are, of course, flutter and 
fibrillation, as Dr. Dubos pointed out, but also in 
those congestive failures which follow on, or are 
due to, hypertensive heart disease and to rheumatic 
heart disease. I try to impress the internes on 
my service as we handle a great deal of congestive 
failure due to aortic regurgitation, with the fact 
that digitalis is not going to give them anything 
like as good results as in the other conditions 
mentioned, and that rapid digitalization is in such 
cases fraught with danger. I prefer in the con- 
gestive heart failure due to aortic regurgitation 
to put my patients to bed, let them rest in bed 
for two or three days, tide them along, and then 
give digitalis by the slow method. It is true it 
is going te take a week or ten days before the 
digitalis exercises any effect, but in congestive 
heart faliure due to aortic regurgitation one can- 
not expect good effects in more than three out of 
five cases, and I am thoroughly convinced after 
years of experience that rapid digitalization in 
such cases may produce sudden death, and we 
know that sudden death in aortic regurgitation 
occurs only too frequently. 


Personally, when I use rapid digitalization, I 
give two drops for every pound of body weight and 
divide into three doses from six to twelve hours 
apart. I use it in patients young and strong and 
otherwise in good condition, except for congestive 
heart failure. 


Dr. J. M. Bamber (New Orleans): Wenckebach 
of Vienna read a paper several years ago in 
Birmingham, England, and said that a long life 
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was too short to learn enough about digitalis, and 
I do not think we can get away from that yet. 

I want to say only a word about the maintenance 
dose of digitalis. In a recent book on heart fail- 
ure, the author says if you ever once need digi- 
talis, you are going to need it the rest of your 
life, and I think that is practically true, and if it 
is, then the maintenance dose is of great import- 
ance. I disagree with Dr. Dubos a little bit in 
the size of the maintenance dose. I believe 2 ¢. ¢. 
or 30 minims daily will be too much for some 
cases. I have followed people—well, the longest 
was eleven years that a patient of mine took digi- 
talis every day of his life after cardiac failure 
from auricular fibrillation—and 15 minims or 1 ec. 
c. has as a rule held the heart rate in most cases. 
Some require more. I have one patient under 
observation now with auricular fibrillation that 
15 m. or 1 c. ec. daily would produce heart block 
in five or six days, this occurs usually in elderly 
people with degenerative changes in the heart, so 
to make this dose 30 m. or 2 ¢. ¢. 
much for a good number of people. 

Dr. John B. Elliott (New Orleans): Often when 
patients have very high blood pressure doctors 
are afraid to give them digitalis. I gave it to a 
man with a blood pressure of 240, paralyzed on 
the left side and very hard arteries, but this man 
had edema of legs and lungs and slight ascites, 
in other words marked decompensation. Should he 
be allowed to drown in his own fluid or run the 
risk of a cerebral insult? There was no question 
in my mind as to the correct treatment, and he 
was out of immediate danger in two or three days 
under heroic doses of digitalis. 


would be too 


Dr. Louis J. Dubos (In conclusion): I certain- 
ly thank all for their generous discussion of my 
paper, and I am glad that Doctor Elliott brought 
out the point I failed to mention. I did not care 
to enumerate “hypertension” as an indication for 
digitalis, but am surely grateful that he reminded 
us that high blood pressure should not prevent 
anyone from taking digitalis. 

In regard to Dr. Bamber’s argument, strangely 
enough, I was going to qualify the statement about 
maintenance dose myself; I said approximately 
2 c. c—but it has been my experience that at times 
1% c. ce. were amply sufficient. I have found, in 
several cases, that even 1 c. c. of digitalis was the 
maintenance dose in some instances. Therefore, I 
would suggest individualization when it comes to 
actually figuring on a specific maintenance dose. 
Our idea is to give the minimun amount of digi- 
talis necessary to digitalize that particular heart. 
Consequently when we find we can get along with 
1 or 1% ec. ¢., that certainly should be the main- 
tenance dose in that case. 

Concerning weight, naturally when we compute 
the weight of our patient, we should make due 
allowance for edema. This is generally accomp- 
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lished by inquiring as to the average normal 
weight of the individual, before the anasarca de- 
veloped, and this poundage is considered accurate 
enough to estimate our digitalization. 





HEART DISEASE IN MIDDLE LIFE* 


H. GUY RICHE, M. D. 
Baton RovuceE, La. 


If one consults the mortality statistics of the 
United States Census Bureau and of the vari- 
ous large life companies of this 
country, it will at once become apparent that 
heart disease in 


insurance 


its various manifestations is 
the first in the order of the causes of death and, 
I am inclined to think, among the first in the 
amount of damage it does through disability 
and invalidism. It is with this in mind that I 


undertake the present discussion. 


The discoveries of modern medicine and the 
development of the public-health movement 
have brought one infectious disease after an- 
other under control, but today the emphasis is 
shifting from the infectious diseases to the 
degenerative conditions of middle life of which 
those affecting the heart are at the head of the 
list. It is high time that public interest should 
be directed to the problem that is rightfully 
ours but certainly one in which the public, too, 
should feel some concern. If one accepts the 

by the United States 
other sources, the death 
rate from heart disease was approximately °132 
per hundred thousand of population in 1900, 
while in 1932 it was 224 per hundred thousand, 
This 
is proof, undeniable, that heart disease is more 
prevalent now than it 


figures as computed 


Census Bureau and 


an increase of 92 per hundred thousand. 
two and three 


decades ago and it seems likely that the pre- 
eminence of heart disease as a cause of death 


was 


will increase rather than decrease as time pro- 
gresses. The gradual improvement in the death 


rate for such diseases as tuberculosis, pneu- 
monia, and others that are coming under con- 
trol, will transfer many additional persons to 
the later ages of life when 


likely to strike them down. 


heart disease is 
It must be admitted, too, that the medical 


*Read before the Louisiana State Medical Society, 
New Orleans, April 29-May 1, 1935. 
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protession is none too well organized to con- 
trol heart disease, whereas its efforts to com- 
bat and control tuberculosis and cancer are at 
this time productive of results which have done 
much to lower the death rates for those di- 
seases. Just as the prevention and control of 
tuberculosis constituted a major problem for 
the medical profession years ago, so 
does heart disease constitute a problem today 
which it is the duty of the profession to at- 
tempt to solve. Donald B. Armstrong, M. D., 
Third Vice-President of the Metropolitan Life 
Insurance Company, and Louis I. Dublin, Ph. 
D.,' and Statistician of the same Company, 
said recently that on a conservative estimate, 
the number of persons suffering from heart 
disease in the United States is probably close 
to two millions. Other place the 
number so affected at four millions and some 
even at five millions. 


a few 


observers 


If the latter figure is 
approximately correct about four per cent of 
the population of this country is living under 
the physical handicap of heart disease, making 
the problem one of the utmost importance. 
Under the present 
one out of every five white males born will 
eventually die from that disease. 


conditions of mortality, 


The propor- 
tion is slightly larger for white females, and 
the chances of dying from heart disease are not 
only greater than from any other single cause, 
but exceed those for 
combined, 


tuberculosis and cancer 
decades 
ago was at the head of the list as a cause of 
death. It is conservatively estimated that in 
the United States approximately two hundred 
thousand persons die of heart disease each 
year. The truth of this statement places an 
enormous responsibility on the medical profes- 
sion and it is our duty and should be our pur- 
pose not only to use but to add to the existing 
knowledge of the disease, devoting time and 
effort to discover the causes and adopting such 
measures as are indicated in correcting them, 
thereby reducing the incidence as well as the 
mortality rate from this disease. It cannot be 
denied that the economic loss to the community 
from heart diseases is enormous; it is a fruit- 
ful source of incapacity; only rheumatism ex- 
ceeds it in this respect; it causes impoverish- 
ment and family breakdown, claiming far too 
many young and middle-aged victims. 


whereas tuberculosis two 


Sixty- 
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eight per cent of all heart disease deaths, in 
the experience of the Metropolitan Life In- 
surance Company, occur before the age of 65 
years. 
CAUSES OF HEART DISEASE 

Within recent years, due in most part to the 
rapid increase in the incidence of heart disease, 
the etiology or cause of this disease has been 
and is being more carefully studied. This is 
the most intelligent method of considering the 
problem and should make us more hopeful of 
the future. It is now a fairly well established 
fact that approximately 90 per cent of all heart 
disease is caused by four conditions, viz:— 
rheumatic fever, hypertension, arteriosclerosis 
and syphilis. The remaining 10 per cent is ac- 
counted for by such causes as congenital de- 
fects, infectious processes, toxins and a few 
unknown factors. The etiology becomes further 
complicated by the lack of definite and positive 
knowledge of the cause or causes of the first 
three of the conditions named. The cause of 
the fourth is well known. One of the earliest 
studies on the causes of heart disease, as they 
by Cabot? in 
1914. He studied 600 hospital cases in which 
a failing heart was 
He found the following: 
total caused by rheumatic disease ; arterioscler- 
otic type and hypertensive heart disease 34 per 
cent; syphilitic heart disease 12 per cent; thy- 
roid heart disease 1 per cent, and heart disease 


are now classified, was made 
the most notable feature. 
45 per cent of the 


of unknown origin 5 per cent. 

Wyckoff and Lingg,® in 1926, made a study 
of 1001 cases of heart disease in which 85.4 per 
cent were among cardiac clinic patients and 
14.6 per cent among private cases. 
figures follow: rheumatic heart disease 25 per 
cent; arteriosclerotic heart diesase 40 per cent; 
syphilitic heart disease 10 per cent; heart di- 
Munly,* 
in 1928, analyzed 1300 cases of heart disease 
made up for the most part of patients attend- 
ing a cardiac clinic and hospital bed patients. 
He summarizes his conclusions as follows: the 


Their 


sease of unknown cause 10 per cent. 


rheumatic type comprised about 35 per cent 
of the total; the arteriosclerotic type 33 per 
cent; the syphilitic type 8.5 per cent, and un- 
known heart disease 20 per cent. It is noted 
that the percentages as arrived at by the above 
named investigators differ, but the difference 


is not great and might be explained on the 
basis of incidence for different 
country, for it is a well known fact that there 
are variations in the frequency of individual 
types in different localities. I am of the opin- 
ion that in the South the arteriosclerotic type 
is by far the most prevalent among the white 
population. The syphilitic type is probably a 
more frequent cause of heart disease in the 
Negro population. Serious as the heart disease 
situation seems today, because of incidence and 
an increasing mortality rate, there are certain 
factors that offer encouragement and merit 
attention. The principal of these is the decline 
in mortality from chronic valvular disease. The 
decline is most marked among young persons, 
with present death rates at ages under 25 years 
barely half of what they were in 1921. At 


parts of the 


ages above 25 years and up to 45 years there 
has also been substantial improvement. 


Chronic heart disease of this type is largely 
due to bacterial invasion and results as a com- 
plication of such diseases as rheumatic fever, 
syphilis and the communicable diseases of child- 
hood. Not a great deal of progress has been 
made in the control of the first but, as a result 
of a better knowledge of disease prevention 
and the good work being done by health boards 
and public health movements generally, com- 
municable diseases are gradually being brought 
under control and accordingly fewer people 
are victims of valvular heart disease. In marked 
contrasts with these favorable trends, is the in- 
creasing mortality rate from diseases of the 
heart muscle, coronary disease and angina 
pectoris, the last two named being the more 
prevalent in people in the middle decades of 
life and are Arteriosclerotic 
heart disease is found very infrequently before 
the age of 40 years, but after that age consti- 
tutes a large and increasing proportion. Between 
40 years and 50 years, about one-sixth of the 
cases are of this type; between 50 years and 
60 years, about one-half. This may be the re- 
sult, in some measure, of the increasing stress 
and strain of modern life plus a deplorable lack 
of interest in physical welfare exhibited by so 
many individuals. 


closely allied. 


MYOCARDIAL DISEASE 
Reviewing briefly the types of heart disease 
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under discussion and their cause, it will be 
seen that myocardial diseases constitute a most 
important type. Its principal manifestation is 
an increase in the size of the heart which en- 
largement may be a hypertrophy or dilatation 
or both. The causes may be valvular disease or 
the strain put on the heart by hypertension, 
and, since there seems to be an improvement in 
the diseases causing the first and an increased 
incidence as regards the latter, it is the latter 
that commands attention. It has been said that 
60 to 70 per cent of individuals with so-called 
essential hypertension are destined to develop 
myocardial insufficiency and to die of heart 
failure. This is due to the greater load that a 
heart must carry where a hypertensive back- 
ground exists and sooner or later it becomes 
exhausted and ultimately fails. This condition 
is found to exist at this time in an increasingly 
large number of individuals in middle life and 
it is with this fact that we should feel the most 
concern. Such early manifestations as dyspnea 
on exertion, mild attacks of cardiac asthma, 
puffiness about the ankles, should be ascribed 
to heart failure rather than to kidney or liver 
disease and a careful examination is indicated. 
The death rate from this disease has exhibited 
an exceptionally rapid rate of increase during 
the past decade, as proved by figures published 
by the Statistical Department of the Metropoli- 
tan Life Insurance Company, the upward trend 
reaching its peak at 50 years of age. 
ANGINA PECTORIS 

Angina pectoris presents a group of symp- 
toms that are so typical and so easily recognized 
that there should be no difficulty in making a 
diagnosis. The disease is predominantly one 
of men and this become 
in the past decade. The 
patient, following such effort as walking or fol- 


lowing moderate or strenuous exercise such as 


characteristic has 


greatly emphasized 


playing golf, has a sense of tightness or pres- 
sure in the sternal region which may become 
an agonizing pain, radiating to the neck, should- 
er, arm, usually the left arm. His suffering 
and his consciousness of the gravity of the con- 
dition compel him to stop. It is the opinion of 
a majority of medical men at this time that the 
underlying pathologic lesion is a narrowing of 
the coronary artery generally caused by arterio- 
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sclerosis. As a result of effort on the part of 
the individual there is a demand for an increase 
of the blood supply to the myocardium which 
cannot be met in a normal way, the result is an 
ischemia with pain as its manifestation. 
the seriousness of 


As to 
this condition there is no 
disagreement. While occasional recoveries are 
recorded and a few patients live many years, 
a large percentage die, some suddenly, others 
within two to four years, from the first attack. 
In a study of the causes of sudden death, Ham- 
man,” who has reviewed statistical observations, 
says that of the deaths from sudden heart fail- 
ure sixty-five per cent are due to diseases of 
the coronary arteries. Nothing is so awe in- 
spiring and dramatic as sudden death, and be- 
fore the knowledge of heart disease which we 
now possess was acquired, sudden death was a 
matter of conjecture. Coronary thrombosis is 


now our first thought. 

One cannot view with unconcern the ending 
of a life in its fourth or fifth decade, at a 
time when one’s ability to be productive is at 
its height, when he can serve his community 
and his family best. Because of this increasing 
toll taken by heart disease the world is deprived 
of thousands of men and women of great pow- 
er and importance. 


Saner and more temperate living on the part 
of all, with due regard to rest and exercise, 
must result in healthier bodies better prepared 
to avoid heart impairments; overstrenous ac- 
tivity and speed mania must be curtailed, hours 
of work reduced, responsibilities and worries 
should be eliminated so far as is possible, cor- 
rect habits of eating and drinking must be fol- 
lowed. Of special importance and probably 
the most promising of all personal efforts will 
be the development 
health examinations 


of the habit of periodic 
when many heart lesions 
in their early stages could be thus detected en- 
abling affected individuals to derive the bene- 
fits of prompt treatment and of suitable altera- 
tion in their mode of life. 


DISCUSSION 
Dr. John B. Elliott (New Orleans): Everyone 
agrees that there has been an enormous increase 
in heart disease in the last ten years, especially 
in the anginal and coronary forms. What is the 
cause of this increase? Infectious diseases are 
decreasing and thanks to the pediatrician and the 
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health boards, there are fewer cases of diphtheria 
than in the last forty years. As regards rheumatic 
fever we see very few cases; they seldom occur 
in private practice in the South, though they oc- 
cur in cold and damp climates. A very helpful 
thing in decreasing heart disease has been tonsil- 
lectomy—there have been more tonsils taken out 
in the last twenty years than in the past two 
hundred. Most important of all, syphilis has 
decreased enormously in the last few years be- 
cause it is recognized earlier and treated better. 

Why, therefore, this increase in heart disease? 
The increase today is due to the world depression, 
causing thousands of deaths; men leading sedent- 
ary lives are dying from angina and coronary 
thrombosis due to anxiety and worry. I had a re- 
markable case recently of a man who came into 
the office to be examined. I found his blood pres- 
sure 130 over 80; his heart was not bad, his 
arteries not hard. I gave him no medicine. He 
came back in eighteen months to be examined and 
his pressure had gone up ninety points systolic 
and twenty diastolic. I asked him what had hap- 
pened. He said nothing, he lived in the same 
house, drank the same whiskey and ate the same 
amount of food. I told him his blood pressure 
had gone up ninety points. Then he told me he 
had gone through two failures in one year. In 
other words, anxiety and living under a constant 
strain had been the cause of his trouble. 

One more thing that some have forgotten, the 
world-wide epidemic of influenza. A lot of men 
of middle age have angina left from 1919. 
They recovered, but they recovered slowly and for 
the rest of their lives are paying for that in- 
fluenza in 1918 and 1919. 

The is the automobile. Talking to 
some of my students, I asked them how long since 
they walked a mile. They almost unanimously 
agreed that they never walked if they could get 
a ride. Doctors ride and ride, and walk about a 
mile a month. 
from his office, and he said 
asked how long it had been 
and he said about a year. 

The next question is what are you going to do 
about it? A man with a pressure 
of 200 systolic and 100 diastolic, a little dyspnea, 
and no other physical signs. What are you going 
to do with this man? Look up syphilis, make sev- 
eral Wassermanns, make spinal examination if 
necessary. Should you find syphilis you can help 
him with potash and mercury, but otherwise it is 
all a question of diet and rest, and no over-ex- 
ercise. I deeply object to all the new fads of re- 
ducing pressure. 


over 


next thing 


I asked one doctor how far he lived 
about four blocks. I 
since he walked it 


comes to you 


The same question about food. All of us eat 
too much and do not walk enough. The question 
of exercise comes up all the time at my office. 
“Can I play golf?” I answer “Yes”. It does not 
do any harm if there is no myocardial disease, and 
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especially if a person has a low diastolic pressure. 
I always add that if the quality of his golf is as 
bad as mine there is no harm possible. 

As to hypertension: We make too much of 
hypertension. I do not care a rap about hyper- 
tension provided a man has a low diastolic pres- 
sure. The lady next door to me died at ninety- 
four and she had a pressure of 260 when sixty- 
five years of age. At that time the family and 
I agreed she would not live more than three 
months, but she had a low diastolic pressure. 

As to prognosis, I used to think coronary 
thrombosis was worse than angina pectoris, but 
I have had several cases of coronary thrombosis 
with high blood pressure, dyspnea and pericardial 
rubs every night. They are living today, but of 
course, they had to go to bed anywhere from one 
to ten months when first stricken. They must 
stay in bed not weeks but months. They general- 
ly have some chance in thrombosis to 
reestablish circulation. 

Do not be afraid of digitalis. If the patient has 
edema of the feet and lungs the heart must have 
help. In other words, disregard high blood pres- 
sure if there are signs of decompensation. 

Dr. J. M. Bamber (New Orleans): I get the im- 
pression in reading and hearing people talk that 
everybody does not seem to grasp the exact mean- 
ing of these cases of heart disease in middle life. 
One writer or speaker will say “hypertensive heart 


coronary 


disease” and another’ will say ‘“arteriosclerotic 
heart disease’, maybe meaning the same thing, 
and some people are under the impression that 


arteriosclerosis and hypertension are synonymous 
terms. I think the best way to look at them is this, 
there is a pure type of arteriosclerotic heart di- 
sease. There is a pure type of hypertensive heart 
disease, and there is the individual who has both 
things. That I look at each 
with whom I come in contact 
this so-called heart disease, or 


is the way person 
professionally in 
degenerative heart 
disease, that is responsible for a majority of cardiac 
deaths in middle and old age. 
What do you mean by pure arteriosclerotic heart 


disease? I have seen numbers of people die witb 
angina, die with coronary occlusion, who never 


had blood pressure above 110 in their lives, whose 
hearts are enlarged maybe, probably most of them 
normal in size and you examine them probably 
the day before they drop dead and you would pass 
them for life insurance,—you all know why. They 
may have generalized arteriosclerosis, or maybe 
arteriosclerosis in one small portion of a coronary 
vessel not bigger than a little finger nail. Heart 
sounds are normal, blood pressure is normal, as is 
everything else. That is the pure arteriosclerotic 
heart disease. 

What is the hypertensive heart disease? A per- 
son gets hypertension in early middle life. They 
do not all go to the end of the story, but when 
they do they have enlarged hearts, that is, the 
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heart that belongs in the 700 to 800 gram class. 
How do they die? What happens to them? They 
do not have pain, they have congestive failure. 
They die after weeks in bed, with fluid in all cavi- 
ties of the body and shortness of breath. The first 
type, the arteriosclerotic, are the fellows who have 
the pain—angina pectoris, coronary occlusion. 
The hypertensive type die from heart exhaustion. 

What do you see in the two different types at 
post mortem? The _ arteriosclerotic type has a 
large amount of fibrosis in the heart muscles and 
the coronary vessels show changes, some occluded, 
some not quite closed. The hypertensive type of 
heart has a great big ventricle, so that it looks like 
beef steak. 

To my mind it is not the same disease and re- 
quires different treatment. 

A large number of them come to the end of the 
trail with the two things. They start out with 
hypertension and develop arteriosclerosis. They 
may have angina, may have coronary occlusion, 
and they may drop dead, then on post mortem we 
see a big heart plus coronary changes. I read an 
article by some one who said, after reviewing a 
large number of cases, that we were unable to 
draw the distinction between hypertension and 
arteriosclerotic heart disease. I do not see why. 
They can have pure arteriosclerotic heart disease 
or hypertensive heart disease, and in a large per- 
centage we see the two things in the same in- 
dividual. 

Reading sometimes, I get the impression that 
most people think arteriosclerosis goes with 
hypertension. I am beginning to think arterio- 
sclerosis is one thing and hypertension another, 
and some day some one will prove they have 
nothing to do with each other, so I think when 
you go to solve the problem it is best to get 
oriented with what you are dealing. 


Dr. Chaille Jamison: They say doctors never 
agree—I want to say I agree with Dr. Bamber 
100 per cent. I have nothing to add to what he 
says. 

Dr. H. Guy Riche (In conclusion): There is 
very little I wish to add to what has been said. 
I think all of us are pretty much agreed on what 
causes heart disease. Dr. Jamison said he agreed 
with Dr. Bamber 100 per cent. He did not say he 
agreed with me but I believe he does. One of the 
things I consider deplorable is the utter lack of 
interest shown by the laity in perodic health ex- 
aminations. People have their automobiles ex- 
amined regularly, but neglect the most important 
and the most complicated machine on earth, the 
human machine. If I may be forgiven for making 
a personal reference, I will say that I belong to 
a civic club in the city in which I live, Baton 
Rouge. A year ago, in order tq be of service to 
my club and to its members, I offered that I would 
examine the heart, take the blood pressure and 


test the urine of any member of that club who 
would come to me on his birthday. I also said that 
I would do that without charge and that I would 
refuse to treat any member of that club who was 
found to have a physical impairment and who was 
not a regular client. 


The club has a membership of approximately 
seventy-five members and though my offer was 
repeated on several occasions, five have appeared 
for examination thus far. 


Very material benefit could be expected to ac- 
crue from periodic health examinations. Heart 
impairments could be detected in the early stages, 
proper advice given to these people and much 
benefit would probably be derived through ap- 
propriate treatment and suitable alteration in their 
mode of living. 
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TRAUMATIC HERNIA* 
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The presentation of this paper for consider- 
ation of the surgical section of this society may 
not seem strictly pertinent as it possesses em- 
bryological, anatomical, social, medical, legal, 
industrial as well as surgical facets, but as the 
surgeon most frequently and finally has to deal 
with the problem, we contend that we are with- 
in the proper jurisdiction. 

Hernias play an important role in the lives 
of all people, and present many and varied 
problems in their social, economic, industrial 
and medical activities. We will not consider 
all phases of the matter, nor in fact all forms 
of hernia, but more particularly what in mod- 
ern industrial and legal usage has become 
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known as traumatic hernia. 
a misnomer. 


To us, the term is 
To us the laity and jurists have 
a wrong concept of the matter, and to judge 
from the type of testimony of competent medi- 
cal experts to whom we have listened while 
they were under the spell of the solemn oath, a 
short consideration of the problem is not amiss. 

A hernia may be defined as an abnormal 
protrusion of a viscus in whole or in part 
through its retaining cavity wall. We restrict 
our comments to abdominal hernias and our ar- 
guments more especially to the types most fre- 
quently encountered both in clinic and in court, 
ie. inguinal hernia. Before we can in equity 
settle the matter of liability of industry to 
workmen disabled through hernia, let us con- 
sider how hernias develop with the theories and 
facts of their origin. 

There is abundant evidence that most, if not 
all, hernias are congenital. There is embryo- 
logical evidence that this is true in a great per- 
centage of cases, enough to lay the proper 
foundation for our argument, as will be pre- 
sently shown, and the evidence of an heredity 
factor is strong enough to behoove one to 
choose a healthy grandfather if he is to remain 
whole himself. Draper and associates, in 
studying the history of twenty males afflicted 
with hernia, found fourteen or 46.66 per cent 
of their fathers had hernias’. Morrison relates 
the case history of a hernia patient whose 
father and paternal uncle had hernias; of his 
own seven brothers and sisters, four had in- 
guinal hernias; among his four children two 
had hernias, and his own sister with an inguinal 
hernia, who married a similarly affected gen- 
tleman, the fruits 
children all 


of their union were four 
of whom had hernia’. Birkenfeld, 
writing in a German periodical, concludes after 
a study of the family history in numerous 
cases that heredity plays a dominant role in the 
ctiology of hernia, in fact, in producing a spe- 
cific kind of hernia, and variability of kind, or 
inherited tendencies. Thus one family had all 
inguinal hernias, one family all umbilical her- 
nia, and another all varieties. He further ob- 
serves that in persons with hernia manifested 
as stigmata of degéneration, as shown in the 
family history, after operations have recur- 
rences of 11 per cent, as against a 4 per cent 
without such a family tendency*. We, who 
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practice in the South, have frequently observed 
that there is a racial weakness for umbilical 
hernia in the negro race, it being absent much 
more commonly in the white race. Bernstein* 
relates after a study of the problem that he 
found a decided tendency to hernia in fetuses, 
drawing his conclusions from autopsy studies. It 
is stated that the instance of hernia® is as 1 is 
to 14.9 in males and in females as 1 is to 44.7. 
With a rate determined from a study of the 
reports of insurance examinations, it is found 
that there is an 
Further testimony giving strong support to 


incidence in males of 7.2%. 
congenital theory is that a large percentage of 
hernias are recognized in the first years of 
life. Grazer® quotes Berger who reports 6,220 
cases of inguinal hernia, 4.526 were bilateral ; 
a common experience in all of our practice is 
for an inguinal hernia to develop on the op- 
posite side, following a_ single hernioplasty. 
Where congenital hernia cannot be diagnosed 
at birth or early in childhood, the sac itself is 
congenital. This results, in numerous instances, 
from insufficient obliteration of the vaginal 
process. There is then provided a pouch more 
or less conical in shape, subjected to the nu- 
merous strains of increased abdominal pres- 
sure, incident to coughing, sneezing, defecation 
Ultimately, as the tense 
membrane before the presenting head thins and 
dilates the cervix, it streches the already 
laxed tissues and gradually there developes a 
hernia, noticed most likely in later years by the 
working person during muscular strain, and the 
stage is set for a so-called traumatic hernia. It 
is indeed a strange and a remarkable coinci- 
dence that patients seen in private practice who 
present an inguinal hernia can seldom tell the 
time and place when first noticed, and if so, 
they seldom attribute the hernia to a specific 
force, that is, trauma. It just happens. 


and muscular action. 


Hughson? reports that in a series of cases in 
which a relaxed ring was opened, in which no 
clinical evidence of hernia was noted, a small 
persistent sac was found, concluding that a cor- 
relation of these findings gave further support 
to the preformed sac theory in regard to the 
etiology of hernia. He further states that 16 
per cent of patients with hernia on one side 
eventually develop hernia on the opposite side. 
We believe recorded medical evidence is in 
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harmony with the belief, and in private dis- 
cussion with surgical friends, they agree that 
most hernias result primarily from a congenital 
weakness or defect, and that most of them are 
slow in development. But, as one of our legal 
friends remarked, the courts are not to be too 
harshly criticized for the almost absurd posi- 
tion they have taken with reference to acci- 
dental hernias, for the fault, if any, lies in the 
medical profession upon whom, in all such 
cases, the courts are necessarily compelled to 
rely. The judges are only laymen where medi- 
cal questions are involved and so long as doc- 
tors may be found who will give positive and 
emphatic testimony that a hernia is practically 
always caused by an accident, and is always 
disabling, industry will be compelled unjustly 
to compensate many employees who can easily 
prove that they acquired a hernia during the 
time they were employed. 

At a national meeting of the Conference 
Board of Physicians in Industry‘, a member 
reported a case of traumatic hernia. In the 
opinion of all the other members in attendance, 
no case of traumatic hernia had ever been 
known to them. It was their opinion that a 
true traumatic hernia is indeed rare, and of 
negligible importance, and that the development 
of inguinal hernia should be considered an oc- 
cupational disease and compensation should be 
paid on the basis of aggravation of a preexist- 
ing condition, rather than as the result of a 
definite injury. 

I believe that I have presented sufficient evi- 
dence to show that hernia is a common. condi- 
tion in the male of all ages from fetal life to 
old age; that heredity is a common factor in 
its production ; that trauma per se is a negligible 
factor of such minor importance as to merit 
slight consideration; that in individuals coming 
within the scope of protection of the state 
workmen’s compensation act, muscular activity 
associated with labor is readily proved in court 
as an etiological factor, a condition given small 
credit in the history of those not so favored. 
We believe that most hernias should be con- 
sidered as an occupational disease of gradual 
development, and should be so recognized in 
law as in medicine, and that such conditions 
should be compensated for only as an aggra- 


We all 


vation of a pre-existing condition. 


know that most hernias are correctable sur- 
gically, with only about 5 per cent failures®, 
and that the operation is very seldom attended 
with death in the absence of concomitant com- 
plications. Our position is not revolutionary 
or untried. Kessler® compiled, from a study 
of the situation in foreign countries, many of 
which have progresesd further than we have 
along the road of social reform, a schedule of 
variable values for hernia as follows: The 
French jurisprudence, 10 per cent to 33 per 
cent total; the German jurisprudence, 10 per 
cent to 50 per cent total; Swedish legislation, 
15 per cent total; Italian legislation, 10 per 
cent total; Swiss laws, 15 per cent total and 
Austrian imperial office, 69 per cent total. 

It is noted that the larger percentages above 
represent estimates of disability in the pres- 
ence of severe complications. 

CONCLUSION 


It is a recognized fact of common medical 
knowledge that untold thousands of men carry 
hernias throughout life, earning their living by 
the sweat of their brows. 
so have I. 


You have seen them, 
Such men are being subjected to 
an injustice, for industry today to protect its 
own interest is insisting on preliminary physical 
examination as a requisite to employment, and 
a workman is not allowed on the job who is 
cursed with a hernia of any degree or who has 
a lax or larger ring than normal which con- 
stitutes a potential hernia. Such men are cap- 
able of doing many kinds of work and but for 
the present ridiculous attitude of the law and 
courts towards the question, such men might 
remain useful self-sustaining citizens, main- 
taining their own 
question 


self-respect. The whole 
earnest consideration by 
members of the profession and honest conclu- 


sions after their deliberations. 


deserves 
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Dr. Lucian H. Landry (New Orleans): Dr. Rand 
has given us a very good topic to think about, but 
I have no suggestion to make that will assist in 
clearing up the question. We know that the so- 
called traumatic hernia is a very bad term; the 
insurance companies introduced it when the com- 
pensation law was first put into effect and it was 
meant to describe a type of hernia which is rarely 
seen, if at all, and practically amounts to an 
evisceration. 

If intra-abdominal pressure can be classed as 
trauma, then all herniae are traumatic, but if 
trauma is interpreted as external violence, then 
traumatic hernia is indeed a rarity. 

It has been my experience that most insurance 
companies are willing to pay the hospital and the 
doctor for a hernia that develops while the man 
is on the job and consults the doctor within a 
reasonable time after the occurrence. It has also 
been my experience that the greater percentage of 
these herniae show a well formed peritoneal 
pouch or sac, many of them continuous with the 
tunica which anatomically are classed as congen- 
ital hernia. 

Dr. J. C. Menendez (New Orleans): The ques- 
tion of traumatic hernia is one of the most serious 
problems that men in industrial surgery are pre- 
sented with today. I believe, and I agree that 
many of the men who are conversant with this 
particular subject believe, that the condition of 
traumatic hernia is a rare thing. They go further, 
and I agree with them there also, in saying a 
traumatic inguinal hernia, especially of the in- 
direct type, is an impossibility. Of course you can 
readily understand that with direct violence to 
the abdominal wall, whether the inner region or 
the lower or upper region, there is a possibility of 
a traumatic hernia, or, so to speak, a definite 
tearing away of the structures of the abdominal 
wall. I have had occasion to see only one such 
case which occurred several years ago in the city 
of New Orleans. There was a direct blow to the 
lower abdomen, the right quadrant, in which there 
was no tearing of the skin, but there was a 
separating of muscles, and tearing of the fascia, 
and the peritoneum. In this case there was ex- 
treme shock. As a matter of fact, it required 
hours of treatment for shock before we thought 
the patient would survive the particular injury. 


William F. Shaeffer of New Jersey brought out 
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a very wonderful article describing fully his ideas 


and interpretation of hernia formations, in the 
New Jersey Medical Society Journal, February, 
1930 issue. He and others believed that the 


traumatic inguinal hernia, direct or indirect, does 
not exist, especially of the indirect type. 


The question which is also of importance from 
a medicolegal aspect today is the question of so- 
called occupational hernia. I do not think, and I 
believe it is the consensus of opinion of men prac- 
ticing medicine today, especially in the industrial 
field, that the burden of responsibility for hernias 
should lie upon the indemnifying companies. I! 
have been preaching this for a long time on ac- 
count of my interest in this matter, of my research 
study of the literature, investigations, and so 
forth, and naturally I have taken that particular 
stand for a long time. Today conditions are some- 
what different in my employment and practice 
and the type of work I do, and I still adhere to 
that feeling, that hernias are not only and solely 
contributable to occupation. Therefore, it is a 
question to me whether or not we would consider 
it an occupational disease. Why should we place 
the burden of proof and responsibility upon in- 
dustry, when it might be caused by any effort 
which increases intra-abdominal pressure, whether, 
as Dr. Rand brought out very nicely, due to the 
evacuation of the bowel, coughing, the greatest 
offending condition I know of, or any effort what- 
soever in the home, such as getting in and out 
of the bath tub, and so forth? Why should the 
burden be placed upon the insurance company? 
Considering the congenital pre-disposition, I would 
say about 25 per cent of the effort may be at- 
tributed to occupation or industry, and the balance 
to every day physiological and pathological effort, 
not to speak of what causes the increase in intra- 
abdominal pressure. To me it is somewhat mis- 
leading to have industry feel that it is responsible 
for hernia development, especially from an _ oc- 
cupational disease standpoint. 


Of course there is no sense in my going into 
the medicolegal aspect, for that should be taken 
up by a legal mind. 

A question well brought out by Dr. Rand was 
the question of the physical examination as a 
prerequisite to employment which will rule out, 
to a great extent, herniae that are classified as 
traumatic or occupational. 

Dr. King Rand (Alexandria): The remarks of 
the two gentlemen are ferfectly in line with the 
information that you can glean from all medical 
literature, which varies from that found in the 
court room. I think the term is a misnomer, but 
in dealing with the field for many years, I have 
had the misfortune of seeing much of what I 
might call traumatic hernia. 
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A REVIEW OF PAGES EPIDURAL 
ANESTHESIA WITH A REPORT 
OF 100 CASES* 


CHARLES B. ODOM, M. D. 
New ORLEANS 


of South 
America this past summer I was particularly 


During a visit to the east coast 


impressed with the progressiveness of the 


Argentine nation. Buenos Aires, the capital, 
has a population of two and a half million peo- 
ple and is as modern and more cosmopolitan 
New York. 
ness which is apparent in the city’s busy streets 


than our own This progressive- 
is also present in their medicine and surgery. 
Their doctors, all trained in their own medical 
school, are well informed and quick to adopt 
new ideas and methods. 

While in this city I met Dr. Alberto Guttier- 
rez and on his service at the Spanish Hospital 
| saw a type of anesthesia used which I had 
not seen before, and which the doctor was par- 
This 


extradural, 


ticularly enthusiastic about. anesthesia, 


known as epidural or produces 
through a single puncture an analgesia suffici- 
ent to carry out any surgical procedure below 
the chin without entering the subarachnoid 
space. 

Upon my return to this country I began to 
review the available literature on this subject 
and was soon convinced of its usefulness and 
safety. During the past month I have used 
this type of anesthesia in one hundred cases 
with very satisfactory results. Although this 
anesthesia is comparatively new in this country 
it has been in use abroad and in South America 
for several years and is used routinely in many 
clinics there. 

The idea of was first 
conceived by Corning in 1885 but he abandoned 


work along these lines to devote his time to 


epidural anesthesia 


the study and perfection of spinal or subdural 
anesthesia. In 1901, Cathelin blocked the last 
spinal nerves by introducing anesthetic solu- 
tions into the sacral canal through the sacral 
hiatus. This type of anesthesia has been per- 


*Read before the Orleans Parish Medical Society, 
November 11, 1935. 

Read by invitation before the Anesthetists Tour 
Club, December 30, 1935. 
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fected and is in use a great deal in gynecology 
and obstetrics. Laewen, Hamecourt, Schneider 
and Bleeck and numerous others have attempt- 
ed to obtain abdominal anesthesia through the 
injection of large quantities of anesthetic solu- 
tion through the sacral hiatus and then placing 
the patient in the Trendelenburg position. On 
the whole, however, this method has not been 
satisfactory. 

In 1921, a young Spanish surgeon, Fidiel 
Pagés, first introduced a practical method of 
obtaining abdominal anesthesia by _ epidural 
nerve block. He reported 43 cases in which he 
had performed various abdominal operations 
after injecting solutions of novocaine into the 
epidural space. Unfortunately, the work of 
this enterprising young man was cut short by 
an untimely death. For ten years there ap- 
pears no report of Pagés type of anesthesia. 
Then in 1931, Dogliotti of Turin, Italy, re- 
ported a series of cases before the Italian sur- 
gical society in which he claimed authorship of 
a new type of anesthesia. 
the reports of Pagés 


Upon comparing 
and Dogliotti 
struck with the marked similarity of 
work. 


one is 

their 
However Dogliotti does not mention 
Pagés and I prefer to believe he did not know 
of his work. Dogliotti’s article was published 
in 1933. The first mention of the use of epi- 
dural in this country was by Soresi of New 
York. This was followed by a report by Har- 
ger of Chicago of a series of 150 cases using 
Dogliotti’s technic with very satisfactory re- 
sults. He particularly stresses the ease of ad- 
ministration and safety of the method. Hess, 
of Erie, Pennsylvania, following a visit to 
Lichtenberg’s clinic in Berlin, where epidural is 
used routinely, reported in 1934, 75 cases of 
urological surgery in which epidural was suc- 
cessfully used. He concluded, “It is perhaps 
the safest of all anesthesias to use.” 


Guttierrez in Buenos Aires has had a very 
wide experience with this anesthesia. During 
the past four years he has seen the anesthetic 
used in several thousand cases. On his serv- 
ice it is used in preference to all other methods 
of anesthesia. One of his assistants, Vincent 
Ruiz, reports 1431 cases from Guttierrez’s serv- 
ice at the Spanish Hospital in which epidural 


was successfully used. There were only two 
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fatalities in this series, both in people over 
One had a mitral 
stenosis, the other a marked arrhythmia. In 
either case it is possible that the anesthetic was 
not at fault. 


sixty years of age. case 


I do not wish to present this method of 
anesthesia as ideal or the goal toward which 
we have been striving since the discovery of 
chloroform, but I think its safety, effectiveness 
and simplicity of application should be called 
to your attention. 

In order to understand the technic of giv- 
ing and effecting this anesthesia let us first 
consider the anatomy of the spinal canal and 
its contents. The spinal cord is contained in 
a cavity formed by the spinal vertebrae and 
the interposed cartilaginous disks, these being 
held in place by the strong interspinous liga- 
ment. Closely enveloping the cord is the pia 
mater outside of which is the arachnoid and 
dura mater. Between the pia and arachnoid 
is the subarachnoid space in which is contained 
the cerebro-spinal fluid. It is into this space 
that anesthetic solutions are introduced to ob- 
tain spinal or subarachnoid block. In order to 
reach this space one must pierce the dura and 
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FIGURE I 


Transverse section of spinal column at level of 2nd 
lumbar vertebra. Showing relative sizes of intra-dural 
and epidural spaces. Needles show difference between 
spinal and peridural injection. Note fat and venous 
plexus filling epidural space. 
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arachnoid membranes. 
other space which until recently gained very 
little attention. This space, known as _ the 
epidural space, lies between the dura mater and 
the “periosteal” lining of the spinal canal. This 
lining is not a true periosteum but is a definite 
layer of dura, because it covers the cartilagen- 
ous disks as well as the spinal vertebrae. It 
has its origin just within the foramen magnum 
where the cranial dura, after its attachment, 
splits, forming the dura mater and this outer 
dura just mentioned. Between these two layers 
of dura there is this definite space which is 
filled with fatty tissue and a plexus of veins. 
The space extends from just within the fora- 
men magnum to the bottom of the spinal canal. 
It becomes larger as we descend the canal until 
at the level of the second lumbar vertebra it 
occupies approximately one half of this cavity. 
At this level the spinal cord has tapered off 


Outside the dura is an- 





J 
SECOND 


EPIDURAL 
LUMBAR 


SPACE 
FIGURE II 

Longitudinal section of spinal column at level of first 
and second lumbar vertebrae. Note size of epidural 
space, intra-dural space and cord. 
forming the conus medularis and just below 


here ends in the filum terminale. 


The epidural space has been explored in the 
cadaver and after injection of opaque sub- 
stances roentgen rayed in the living patient and 
found to be definitely a closed space. Pagés, 
Dogliotti and Guttierrrez all report work along 
these lines. The methods they used include 
roentgen ray following lipiodol injection, dis- 
section on the cadaver after injecting colored 
solutions into epidural space and the 
analysis of spinal fluid for novocaine following 


the 
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FIGURE Ill 
Roentgen ray of lumbar spine following injection of 


10 ¢.c. lysidal at 2nd lumbar interspace 
space. Taken five minutes after injection. 
bution of lysidal in epidural 


into epidural 

Note distri- 
space and its infiltration 
out through the foramena along nerve roots. 


the injection of this solution into the epidural 


space. Their conclusions were that there is 


definitely no communication whatsoever be- 
tween the intradural or subarachnoid and the 
extradural or epidural spaces. Since this is 
definitely true it is impossible for an anesthetic 
substance injected into the space to reach the 
medulla or the cranial nerves. 

Now that we have reviewed the anatomy in- 
volved and rediscovered a space I am sure many 
had forgotten, let us see how this space has 


been utilized. We know that all the spinal 
nerves must pass through this space upon 
emerging from the dura. Pagés found that 


anesthetic solutions into 
the epidural space he caused a block of those 


nerves in which the solutions came in contact 


when he introduced 


and was able to carry out any type of surgical 
operation upon the abdomen or chest. 


MATERIALS NECESSARY: 


The equipment needed is very simple and 


present in every hospital. It includes: 


1. A 20 gauge short bevel spinal needle. 
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2. A2c.c. syringe and hypodermic needle 
for producing a skin anesthesia at the 
site of puncture. 

3. A 20c. c. syringe for injecting the novo- 
caine solution. 

4. 50c.c. of a 2 per cent solution of novo- 
caine in normal saline, preferably 
pared just before injected. 

5. A large medicine glass. 

6. A small glass adapter of the type used 

for connecting rubber tubing to infusion 

needles. 


pre- 


With this sterile material on hand the patient 
is placed on one side. The body is brought to 
the edge of the operating table with the back 
bowed out. The knees are flexed and the head 
The and hips 
should be in a vertical line for tilting of either 
results in the “corkscrew spine” and makes the 
puncture difficult. 


is brought down. shoulders 


If the operator is accus- 
tomed to the patient sitting up the puncture 
may be carried out just as well in that position. 
The lower back with ether and 
painted with tincture of iodine. The second 
lumbar interspace is then located by palpation 
and marked with the thumbnail. At this site, 
using the 2 c. c. syringe, an intracutaneous in- 
jection of a small amount of novocaine solu- 


is cleansed 

















FIGURE IV 
Patient in position with spinal needle in place ready 


for injection 
space. 


of solution at level of 2nd lumbar inter- 
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tion is performed. Through this wheal the 20 
gauge spinal needle is introduced until it en- 
gages in the interspinous ligament. The stylet 
is then withdrawn and the glass adapter filled 
with novocaine solution is placed on the end of 
the needle. The needle is then slowly pushed 
through the interspinous ligament until its tip 
enters the spinal canal. At this point a snap 
is felt and at the same instant the solution in 
the adapter is sucked into the needle. This is 
the conclusive evidence that the point of the 
The fact that 
there is a negative pressure in this space caus- 
ing the sucking in of the 


needle is in the epidural space. 


solution was first 
recognized by Guttierrez. He placed a drop 
of water in the top of the spinal needle and 
called this indication “the sign of the drop.” 
It was upon Dr. Graffagnino’s suggestion that 
I began using the glass adapter which makes 
the movement of the solution easier to note. 
With a water manometer I measured the nega- 
tive pressure in the epidural space of a num- 
ber of patients and found it to vary from minus 
10 mm. of water to minus 52 mm. of water. 
This apparently accounts for the fact that in 
some individuals the solution in the adapter is 
completely absorbed while in others it oscillates 
only slightly. 
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With the spinal needle in place the 20 c. c. 
syringe is connected to it and an attempt made 
to aspirate. If the point of the needle is in 
the epidural space nothing can be aspirated. 
This is done to be sure that the point of the 
needle has not gone on through the epidural 
space and punctured the dura and subarachnoid 
thus entering the intradural space. If such is 
the case spinal fluid will be aspirated. Should 
it happen that the subarchnoid space has been 
entered one need not The needle 
is slowly withdrawn until spinal fluid can no 


be alarmed. 


longer be aspirated. 

At this point another precaution is carried 
out which should completely obviate the pos- 
sibility of an accident from subdural injection 
of the solution. With the large syringe 8 to 
10 c. c. of the 2 per cent novocaine solution is 
injected. Then a period of five minutes is al- 
lowed to elapse before giving the remainder of 
the solution. At the end of this time if numb- 
ness of the lower extremities is not present one 
can be sure his needle is not in the subdural 
space and can proceed with the injection of 
the remainder of the solution. The injection 
should be easy, meeting no more resistance than 
in doing an intravenous injection. If the 8 


or 10 c. c. of 2 per cent novocaine has been ac- 





FIGURE V 


Spinal needle with glass indicator in 
draws the water inward. 


place partially filled 


with water. Negative pressure in epidural space 
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cidently given into the subarachnoid space an 
ordinary spiral anesthesia will result, the dose 
being 160 or 200 mgs. of novocaine, 

Following the injection of the solution the 
patient lies flat upon the table. If the opera- 
tion to be performed is upon the pelvis or lower 
extremities the patient is placed in Fowler’s 
position to facilitate the gravitation of the so- 
lution downward and blockage of the sacro- 
coccygeal nerves. If on the other hand anes- 
abdomen, chest, neck or 
upper extremities is desired the patient is im- 


thesia of the upper 
mediately placed in Trendelenberg pesition to 


cause the anesthetic solution to gravitate up- 


ward. In operations upon the lower abdomen 
as herniaplasties or appendectomies the patient 
is allowed to remain horizontal, for the nerves 
supplying the lower abdomen emerge at or near 
the sight of puncture. 

Many of you are perhaps wondering why we 
do not inject the solution into the space at the 
desired rather than 


level where anesthesia is 


trust to gravitation of the fluid. Such a method 
was used by Dogliotti, but there are several 


reasons why the second lumbar interspace is 


the most desirable site for puncturing the 
epidural space : 
1. At this level the epidural space is large, 


occupying approximately one half the diameter 
of the spinal canal. Thus it is easier to enter 


and there is little danger of puncturing the 


dura. 

2. The spinal processes come off horizont- 
ally in the lumbar region and with the back 
arched there is a definite widening of the in- 
terspace and the puncture can be made easily 
and painlessly. In the dorsal and cervical spine 
the processes come off vertically. 

3. The cord is extremely small at this level 
and is in little danger of being injured should 
one accidently puncture the dura. 

4. From the level of the second lumbar 
vertebra it has been found by observations in 
several thousand cases that anesthesia of any 
desired level can be obtained by taking ad- 
vantage of gravity. 

WHAT ANESTHETIC TO USE 

Pagés in his work reports using 1 per cent, 

1.5 per cent and 2 per cent solutions of novo- 


caine. He obtained best results and more 
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complete anesthesia using the 2 per cent solu- 
tion. In Guttierrez’s early work he used a 1 
per cent solution and reported several cases of 
incomplete ane-:thesia. Dogliotti used 1 per 
cent, 1.5 per cent and 2 per cent novocaine and 
nupercaine in .2 per cent and .1 per cent solu- 
tion. He found that nupercaine was slower in 
taking effect than novocaine but had a more 
prolonged action. Hess, in his urological cases, 
used a 1 per cent solution of novocaine follow- 
ing the technic of von Lichtenberg of Berlin. 
He reports a number of cases in which the 
patients complained of discomfort but no pain 
during the operation. It is probable that these 
same patients would have been more comfort- 
able had 2 per cent novocaine solution been 
used. 

Guttierrez states that since using the 2 per 
cent solution of novocaine in physiological salt 
solution he has had no difficulties in obtaining 
complete anesthesia. He injects 40 to 50 c. c. 
of this solution to which 1 ¢. ¢. of adrenalin 
has been added. The adrenalin causes a vaso- 
constriction of the vessels in the area injected 
and thus, by slowing up the rate of absorption 
of the novocaine solution, protongs the anesthe- 
sia. He states that by this method an anesthesia 
of one hour and a half to two hours is ob- 
tained. 

In the 100 cases in which I have used this 
method I have obtained very satisfactory re- 
sults and found Guttierrez’s observations to be 
true. These cases include a wide variety of 
abdominal and gynecological procedures. In 
the majority of cases 50 c. c. of 2 per cent pro- 
caine was used. However, several appendecto- 
mies and hernioplasties were performed using 
25 c. c. of 2 per cent solution. A very con- 
venient method of making up the solution at 
the time of operation is available and should 
be used in preference to a stock solutoin of 2 
per cent procaine. Sterile 5 c. c. ampoules of 
concentrated novocaine solution are on the 
market which, when added to 45 c. c. of sterile 
normal saline, will give 50 c. c. of a fresh 2 per 
cent novocaine solution. The adrenalin used 
should also be fresh and any discolored solu- 
tion discarded. 

During the injection of the solution the pa- 


tient should have no discomfort. Following 
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the injection he may state he has a slight feel- 
ing of dizziness or peculiar feeling in the head. 
This is probably due to the adrenalin as this 
complaint was absent in those cases where the 
adrenalin 


was omitted. Following the injec- 


tion of the solution the time should be noted 
and a period of fifteen to twenty minutes al- 
lowed to elapse before beginning the operation. 
The anesthesia will first appear in the lower 
abdomen as the nerves nearest the site of punc- 
ture supply this area. It will then spread slow- 
ly down or up depending upon which position 
the patient is placed in. In pelvic work it is 


sometimes necessary to wait twenty-five or 
thirty minutes to get anesthesia of the perineum. 
Gravity can be used to great advantage in this 
type of anesthesia. It is possible to limit the 
anesthesia to below the costal margin where 
30 to 40 c. c. of solution has been injected by 
tilting the patient in Fowler’s position. Such 


an anesthesia is desirable in lower abdominal 
When 50 c. c. of solution is in- 


jected and the patient placed in Trendelenberg 


or pelvic work. 


postion the anesthesia usually extends up to 
the clavicle. However, it is not uncommon for 


the anesthesia to spread up to the inferior 


maxilla. These patients are not in the least 
uncomfortable and their respiration is in no 
way impaired. 
MANAGEMENT OF PATIENT 

The results of this anesthesia, as any other 
type of nerve block, depend a great deal upon 
the proper management of the patient. He 
should be told several days ahead of the opera- 
that is to be 


tion of the type of anesthesia 


used, its advantages and the sensations he is 


likely to experience. One hour before the 
operation he should be given 4 gr. of morphine 
and 1/150 gr. scapalomine. These drugs will 


tend to allay fear and apprehension. During 
the operation an assistant or anesthetist prop- 
erly trained in the psychologic management of 
patients should always be at the head of the 
take 
burden from the surgeon’s shoulders as well as 
make the patient comfortable and unapprehen- 


table. Such an assistant will a great 


sive. Often they will succeed in absorbing the 
patient’s attention to such an extent that he 
will not know the operation is in progress. The 


surgeon and his assistants should also be care- 


623 


ful about talking and making noises with in- 
struments as the patient is in complete control 
of all his senses and easily excited by any- 
thing of this sort. Another point which cannot 
be stressed too strongly is for the surgeon to 
wait fifteen or twenty minutes before begin- 
ning the operation, as too early a start, before 
anesthesia is complete, may cause the patient to 
be apprehensive throughout the operation. 

In the 100 cases observed by myself the ages 
The 
operations included a variety of abdominal pro- 


of the patients varied from 16 to 68. 


cedures, among them gastroenterostomies, gas- 
trostomies, appendectomies, en t e r o—enteros- 
tomies, hernioplasties and the gynecological pro- 
cedures included supravaginal hysterectomies, 
vaginal conization 


hysterectomy, of cervix, 


colporraphies and perineorrhaphies. In one 
case an umbilical hernia was repaired and a 
tumor mass was removed from the left breast. 
A number of these cases were poor risks for 
In all of the cases in 
this series some degree of ane:thesia was ob- 


any type of anesthesia. 


tained. Ninety of the cases had _ excellent 
anesthesia. In the remaining 10 cases the fol- 


lowing results were obtained: 

In two cases one c. c. of ephedrine sulphate 
was substituted for the adrenalin. The result- 
ing anesthesia was unsatisfactory because of a 
very prolonged onset of the effect. 

In three cases the anesthesia wore off after 
an hour and the operations had to be finished 
under general. 

In four cases the patients were highly excit- 
able and apprehensive and complained of pull- 
ing when the viscera were handled. In all of 
these cases there was complete relaxation of 
the abdominal wall and a first degree gas 
anesthesia was sufficient to carry out the ope- 
rative procedure. 

The remaining case was that of a negro male 
53 years of age who had a ruptured appendix 
of 9 days’ duration. 
calized with abcess 


The peritonitis was lo- 
formation in the 
He was very emaciated and 
had been vomiting for a week. Seven minutes 
after injection of the anesthetic he went into 
shock. 


lower 
right quadrant. 


He was given adrenalin and artificial 
respiration and after fifteen minutes began to 


show signs of recovery. In thirty minutes he 
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had completely recovered and appeared to be 
in as good condition as upon his admission to 
the operating room. However, because he had 
reacted to the anesthetic so poorly, it was de- 
cided best not to operate upon him. He was re- 
turned to the ward and treated conservatively 
following Ochsner’s technic. He has com- 
pletely recovered and is ready to leave the hos- 
pital. As to the cause of this accident it is my 


opinion that I gave at least part of the 50 c. c. 


of the 2 per cent novocaine solution intradural- 
ly. It was my tenth case and up to this time 
I had not taken the precaution of waiting five 
minutes after the injection of the first 10 c. c. 


of the solution. The only other explanation I 
can offer is that it is possible this patient was 
hypersensitive to novocaine or adrenalin. 

I followed the cases in this series closely 


using the following chart: 


House Surgery Charity Hospital of La. 


Epidural Analgesia 


Date : 

Name: 

Ward No.: Service No.: 

Blood pressure before operation: 

Anesthetist : 

Sight of puncture: 

Initiation of analgesia: 

Reactions: Paleness Sweats 
Vomiting Anxiety 


Respiratory disturbance 


Operative Procedure: 


Address: 
Age: Sex: Race: 
Pulse: 
Dose given: 
Position of patient: 
Time of beginning operation : 
Nausea 


Syncopal state 


B. P. and Pulse 10 muintes after giving Anesthetic 30 min 


P. P. and Pulse 20 minutes after giving Anesthetic 40 min. 


State of Motility: 

Was muscular relaxation complete? 
Was visceral quietude present? 
Was there relaxation of sphincters? 
Time operation finished: 

Blood pressure after operation: 


Post-operative reactions: Headache 
Vomiting 


Remarks: 


Limits of Analgesia: 


Pulse: 


Nausea Backache 


Ability to void 





The blood pressure rises ten to fifteen mm. 
of mercury following the injection of the so- 
lution. This is apparently due to the adrena- 
lin in the solution as the rise was absent in 
those cases where the adrenalin was omitted. 
Ten minutes after the injection the blood pres- 
sure had returned to normal. In those cases 
where the anesthesia did not extend above the 


costal margin there was little or no fall in 
blood pressure. Where the anesthesia extend- 
ed up onto the chest and neck the drop in pres- 
sure was gradual and at the end of twenty 
minutes varied from twenty to thirty mm. be- 
low the normal systolic and ten to twenty mm. 
below the normal diastolic. In none of the 
cases observed did the pressure fall to such an 
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extent 


as to cause the patient discomfort or 
worry about his well-being. The patients in 
general were very comfortable during the oper- 
ation. Only five cases complained of nausea, 
and two of these vomited small amounts dur- 
ing the operative procedure. The pulse re- 
mained regular and full in all cases, there being 
a slight increase in rate after opening the 
peritoneum. All of the patients retained the 
ability to some extent to move the legs and 
arms in spite of sensory anesthesia of these 
parts. 

noted no 
There was no nausea or vomiting. 


Postoperatively I complications. 
Three cases 
complained of slight headaches and three of 
pains in the back. One of the outstanding 
things noted postoperatively was the ability of 
these patients to void voluntarily. Not one 
case in the series required catheterization. 
When epidural anesthesia is compared to 
other types of anesthesia its advantages are 
It has all the advantages of 


spinal without many of its undesirable features. 


readily seen. 


There is no danger of injuring the cord for 
the dura is not punctured, bulbar accidents can- 
not occur because the anesthetic solution can- 
not reach the medulla, spinal anesthesia affects 
the central epidural 
blocks only the nerve roots. Since the meninges 


nervous system while 
are not pierced there is no possibility of in- 
fecting them; blood pressure changes are less 
marked -than in spinal; patients are more com- 
fortable and do not vomit as often as in spinal, 
and lastly the patients are more comfortable 
post-operatively and can void voluntarily. 

When compared to general it is less toxic 
and the patients are more comfortable post- 
operatively. Many poor risk patients in which 
general anesthesia is contra-indicated can easily 
take epidural. 

CONCLUSIONS 

1. Epidural anesthesia has not been given 
the attention in this country it deserves. 

2. It is the safest of all anesthesias in use 
at the present time. 

3. It should be part of the armamentarium 
of every surgeon. 

4. It is easy to administer. 

5. Any type of operative procedure below 
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the chin can be 


anesthesia. 


performed under epidural 
6. Post-operatively the patients are more 
comfortable than after any other anesthesia. 
7. There is a definite negative pressure in 
the epidural space, the cause of which has not 
yet been explained. 
8. There is 
sensory 


a definite 
nerves over the 


selectivity of the 
motor when 


novocaine is used in this type of anesthesia. 
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DISCUSSION 

Dr. P. Graffagnino: I want to express my sin- 
cere appreciation to Dr. Odom for having allowed 
me the privilege of reading his paper and to assure 
you that it is as excellent as the presentation he 
has made tonight. He has covered the subject in 
such a thorough and masterly manner that I am 
going to ask him to let me 
the points he brought out. 

First was the simplicity of the method. I was 
astonished to find how easy it was to give this 
type of anesthetic. In other words, one can hard- 
ly keep out of the epidural space, because as Dr. 
Odom brought out in his slides, this space takes 
up practically one-half of the intervertebral 
umn. There are three methods of getting 
the epidural space. First, the method described 
by Dr. Odom and used by Guttierrez and his co- 
workers. Second, the method described by Do- 
wherein you attach the syringe to the 
needle, you make constant pressure on the plunger. 
As the needle passes through the spinal ligaments 
and reaches the epidural space, the hand holdint 
the syringe will suddenly note a diminution in the 
resistance allowing the almost instant free injec- 
tion of fluid into the space. Third, the method 
wherein you go direct into the subarachnoid space 
as evidenced by the free flow of cerebrospinal 
fluid from the needle, then gradually to withdraw 
the needle until the spinal flow ceases, and then 


Rey. de San. 


with  peri- 
12 :93-101, 


abdominal 


anesthesia in urology, 


emphasize some of 


col- 
into 


gliotti 


to aspirate until no fluid can be obtained. This 
fact assures you that you are in the epidural 
space. 
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The second point was the extent of anesthesia. 
It is astonishing the extent to which the anesthe- 
sia will spread. From the tip of the toes up to 
the inferior maxillary region you get complete 
anesthesia. The patients are able to move their 
limbs when requested to do so, and yet there is 
complete anesthesia as far as the sense of pain is 
concerned. 

Another very impressive point is the lack of 
respiratory or cardiac symptoms or marked fall 
in blood pressure so common in spinal anesthesia. 
The reason is that the fluid is deposited outside 
the cerebrospinal canal, and therefore, with proper 
technic, there is no possible chance of the anes- 
thetic solution affecting the central nervous sys- 
tem. 

It is wise to call attention to the fact that this 
method is not to be compared to spinal anesthesia 
because it is an entirely different type of anes- 
thesia. It is more in the form of an exten- 
sive regional block type of anesthesia, such as 
would be had in sacral anesthesia. 

It is well to remember that in order to obtain 
anesthesia it is necessary to use from 500 to 1000 
mg. of novocaine in solution and this amount of 
novocaine if introduced into the subarachnoid 
space or into blood vessels may have disastrous 
results. It has been proved that solutions of no- 
vocaine prepared and allowed to stand for more 
than 24 hours are not safe to use and for this 
reason, we endeavor to use novocaine crystals 
whenever possible or make a fresh solution for 
every injection. 

As soon as we are able to standardize the tech- 
nic and find a satisfactory strength that will 
give us complete anesthesia somewhat compara- 
ble to spinal this method should supersede spinal 
anesthesia. 

Dr. Mims Gage: I have enjoyed Dr. Odom’s 
paper just as much as I enjoyed watching him in- 
duce epidural anesthesia in patients from our 
service. 

We all owe thanks to Dr. Odom for bringing to 
us his experience in epidural anesthesia, which 
has been very extensive. We have used this form 
of anesthesia in several abdominal cases in our 
service (all given by Dr. Odom) and as for the 
anesthetic value and postoperative recovery it was 
ideal. 

The use of 50 cc. of 2 per cent solution of novo- 
cain (1 gram of novocain) seems to be a rather 
large amount. However, I feel sure that the use 
of a weaker solution would not suffice. If one 
uses a weaker solution one must use a very large 
quantity or wait for one-half to three-quarters of 
an hour for the anesthetic effect to manifest itself. 

We have used sacral anesthesia for operations 
upon the perineum since 1923 and have had very 
good results. In a few cases in which we intro- 
duced 90 cc. of % per cent novocain solution into 
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the epidural space through the sacral hiatus, the 
appendix has been successfully removed under the 
anesthesia produced. As the epidural recommend- 
ed by Dr. Odom is a type similar to sacral anesthe- 
sia, but can be applied to a wider degree in 
abdominal and even chest surgery, I believe that 
the procedure will find considerable favor among 
surgeons. 


The procedure is certainly not without danger, 
used as a routine anesthetic, but used with caution 
as recommended by Dr. Odom, unfavorable reac- 
tions will be minimized. 

I believe that some of the reactions reported by 
Dr. Odom may well be explained as due to the 
effect of adrenalin. Some of the reactions follow- 
ing local as well as spinal anesthesia have been 
due to the hypersensitiveness of the patients to 
adrenalin, as all the symptoms pointed to adrenal- 
ism. 

I again congratulate Dr. Odom on the excellency 
of his paper and the results obtained in the use 
of epidural anesthesia at Charity Hospital. 

Dr. H. V. Sims: I have not a great deal to add 
to what Dr. Odom has said. He has covered the 
subject in such a complete way there is hardly 
anything to add in so far as epidural anesthesia is 
concerned—I prefer the term Dogliotti used, that 
is, “peridural anesthesia.” 

For about nine years now I have used sacral 
epidural anesthesia on my service in all pelvic 
operations where it was not necessary to open the 
abdomen. I have discarded the use of adrenalin 
in my solution for the past five or six years. I 
have used sacral epidural anesthesia in at least 
500 cases—when I reported the cases in San An- 
tonio last year I had over 300. 

One of my reasons for my speaking tonight is 
to assure you of the safety of the solution. I 
have used in sacral analgesia, an average of 80 
c.c. of 1 per cent procain and very often used 
100 c.c. because, as Dr. Odom said, there are vari- 
ations in the capacities of the epidural space. In 
none of the cases was there any serious complica- 
tion. The most interesting feature of it to me 
has been the fact that the patients are entirely 
comfortable afterwards. There is no nausea nor 
vomiting. In none of the cases has it been ne- 
cessary to do gastric lavage nor are there any of 
the disturbing complications we have with a gen- 
eral anesthetic. On my service there has been 
but one general anesthetic used since 1929. 

Until we can finally convince ourselves of the 
perfect analgesia and safety in peridural, I still 
will have faith in sacral analgesia; it is apparent- 
ly safe. In one day I used sacral in four cases. 
The internes on the service give sacral with the 
utmost ease. I used it the other day on a girl 
fifteen years old and on a woman sixty years old, 
both with complete lacerations of the perineum; 
that surely is a good test of the analgesia. How- 
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ever, I am willing to be convinced and Dr. Odom 
has on several occasions shown me the possibili- 
ties of epidural analgesia. The occasion might 
arise that upon sacral injection after bimanual 
examination we might find pelvic pathology and 
the necessity of opening the abdomen which can- 
not be done under sacral; we can only do vaginal 
work. 

Dr. E. L. King: Let us not forget in our en- 
thusiasm over this method the fact that general 
anesthesia has still a field. I speak very feeling- 
ly on this subject as I went through an experi- 
ence myself recently. Three grains of nembutal 
followed half an hour later by morphine and 
atropine make you entirely forget the world is 
turning around. You may notice a little whiff 
of the general anesthetic. I just barely remember 
one breath of ethylene. I woke up at 5 o’clock in 
the afternoon, no gastric lavage, and nothing else. 
The main trouble I had during convalescence was 
a crick in my neck. There was nothing so far as 
the operation was concerned, nothing so far as 
the anesthetic was concerned. 

Dr. Odom (in conclusion): I appreciate the in- 
terest and attention that everyone has shown to- 
night, and the remarks of those who discussed 
my paper. I do not wish to present this type of 
anesthesia as the ideal anesthetic. It has dangers 
associated with it, and requires a certain amount 
of experience in its administration. However, I 
do feel that it is as safe and perhaps safer than 
any anesthetic now in use. I think it is going 
to prove particularly useful in upper abdominal 
and chest surgery. Certainly, at least epidural 
anesthesia is deserving of more interest from the 
medical profession of this country than it has yet 
received. 





THE USES OF HYPNOSIS IN PSYCHO- 
THERAPY* 
EDMUND CONNELY, M. D. 


NEW ORLEANS 


In using hypnosis for psychotherapy, I 
have found that we encounter, and have to over- 
come, obstacles which are not common to most 
forms of treatment. The average individual, 
professional as well as lay, has usually acquired 
his information in regard to the procedure from 
the dramatic effects that he has seen upon the 
vaudeville stage, in the moving pictures, or 
read of in fiction, and has an entirely distorted 
attitude because of the misinformation, or part 


information, thus received. Apparently the mis- 
*Read before the Louisiana State Medical Society, New 
Orleans, April 29-May 1, 1935. 
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understanding produced by charlatanism has en- 
gendered a prejudice which has, to a consid- 
erable extent, limited the therapeutic use of hyp- 
notism in this country. 

The initial attitude of a large proportion of 
people varies from open ridicule and scoffing 
to an almost superstitious fear, and nearly every 
one feels that a susceptibility to hypnotic influ- 
ence is an indication of intellectual inferiority, a 
weakened will, or whatnot, and that in submit- 
ting to it he is placing himself completely in the 
power of the operator. It can be readily seen 
that unless these erroneous ideas are corrected 
as a preliminary step and the patient given a 
proper understanding of the state, that much of 
the therapeutic value is nullified. He 
tates to acknowledge to himself that he is pos- 


hesi- 


sessed of a low-grade intellect or a weak will, 
nor does he place himself completely under the 
authority and control of someone else without 
some trepidation, no matter how much confi- 
dence and respect he may have for that indi- 
vidual. Usually he also wants reassurance on 
what will happen to him in the event of the 
operator's sudden demise while he is still asleep, 
and that he will not be required to divulge all 
of his secrets, and so on. 


Hypnosis is not a new procedure in medicine ; 
it has been in use for over a hundred years, 
knowingly and understandingly. I say know- 
ingly and understandingly as, of course, the ef- 
fects must have been used without understand- 
ing since time immemorial for one purpose or 
another. It is a matter of record that Esdaile, 
an English surgeon in India, used it to produce 
anesthesia for minor and major surgical opera- 
tions from 1830 to 1851, and it has been used 
therapeutically to a varying degree ever since. 


I will not attempt to explain the hypnotic 
state; as a matter of fact, I know of no estab- 
lished explanation, although it has been ex- 
plained in many ways. It is the most powerful 
type of suggestion, and everyone reacts to sug- 
gestion many times a day. Statistics show that 
from 90 to 95 per cent of people are hypno- 
tisable, although in a varying degree, and that 
the strong willed react more readily than the 
weak willed because of their greater power of 
concentration. Those not susceptible are peo- 


ple who for one reason or another cannot, or 
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will not, fix their attention, as imbeciles, the 


insane, some types of neuroses, any one who 
cannot concentrate. 

In the practical use of the procedure, stumb- 
ling blocks other than the ability of a given pa- 
tient to go into the hypnotic state are encoun- 
tered, but this is the first barrier to be passed. 
As a preliminary step, the patient should un- 
derstand something of the state, and any mis- 
givings that he may have, removed, so that he 
will be entirely willing to cooperate. He should 
know that he is not acknowledging an intellect- 
ual defect in reacting to the suggestion, that he 
is not displaying any weakness of will, nor will 
there be any deterioration of his will power as 
a result, but on the contrary the effort is to 
build up. He is given to understand that in or- 
der to produce results the somnambulistic state, 
to which only 8 per cent of people are suscep- 
tible according to Bramwell, is not necessary, 
and that for therapeutic purposes the lighter 
stages are used anyway, so that he will at all 
times be cognizant of what is going on; that he 
will hear and understand what is said, and re- 
inember it, unless he is specifically instructed 
not to. He is assured that he cannot be com- 
pelled to commit acts which are contrary to his 
moral training, such as stealing, murder, sex- 
ual indiscretions and so on; that if such a re- 
quest is made that he will either awaken spon- 
taneously or refuse, and that his secrets are 
likewise safe. 

As may be supposed, a certain number of 
people for one reason or another cannot go into 
the state, although they are perfectly normal and 
should react. This may be due sometimes to an 


individual’s attitude towards the operator. I 
think the commonest reason that I have met, is 
an over anxiety to accomplish it, and next, is the 
individual who although consciously perfectly 
willing is subconsciously unwilling or has a 
fixed idea that he cannot submit. 

With the patient safely asleep, one’s troubles 
are not always ended. I have found in the ac- 
tual treatment of patients that the auto-sugges- 
tion as demonstrated by Young and Foote can, 
and does, often interfere with the action of the 
suggestion. 


The neurosis case frequently goes 


under with certain mental reservations, con- 


scious or unconscious, as to what he will or will 
not do, possibly rendering him open to sugges- 
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tion along all lines, except that of some specific 
symptom which he does not wish to surrender, 
most often the one you are anxious to remove, 
and at times it is very difficult if not impos- 
sible to overcome this resistance. Again, some 
suggestion you yourself have unwittingly of- 
fered in your preparation, may interfere. In 
assuring the patient that he will remember 
what goes on, I have neglected to mention that 
he will have an amnesia should I suggest it and 
later be Occa- 
sionally, some episode or reaction of the past is 
recalled and prevents his accepting the sugges- 


unable to induce the amnesia. 


tion. I have a patient now whom I am treat- 
ing for a habit spasm of her eyes; they will 
close involuntarily at any and most inopportune 
times. I had no difficulty in inducing the hy- 
notic state, and controlled the spasm very well, 
but found that, as sometimes happens where 
suggestion of any sort is used, it recurred. 
Thinking to impress her, I suggested an anes- 
thesia of the hand to be effective for a short 
time after she awakened. She was well under, 
but to my surprise her hand was not anesthetic. 
A second and third attempt failed, and then the 
patient volunteered that someone had hypno- 
tised her a number of years ago and never could 
produce anesthesia. She probably had not been 
under hypnosis this first time, but the failure 
to produce a result left its impression, and has 
caused her to feel that she will not react to this 
particular suggestion. 

These and many other obstacles are encount- 
ered as you go along in treatment of cases. A 
complete understanding of the condition as a 
whole is most essential, as it is in any other 


form of psychotherapy. In neuroses rarely 


does any one symptom stand alone, but many 
psychic bypaths lead to it, or ramify from it, 
and the main issue can be successfully dealt 
with only through a knowledge of these side is- 
sues. One struggles to re-establish the habit 
of sleeping in an insomniac and finally after 
several good nights heaves a sigh of success, to 
find the next night that one of the many con- 
ditions which the patient has conceived during 
the course of his insomnia to be a cause for 
sleeplessness, has occurred, and one starts all 
over. In making your suggestion, the wording 
should be absolutely specific as to the effect 
desired, but should be made with due regard to 
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all the mental reactions which have contributed 
tu. or developed out of, the condition, capital- 
izing here, combatting there, with the same un- 
derstanding of psychic reactions used in any 
case. The intelligent man, for instance, wants 
to understand how he can be relieved of a cer- 
tain symptom which has troubled him for a long 
time with no more apparent effort, and is apt 
to resist the suggestion or reproduce the symp- 
tom later unless he knows that he may surren- 
der it consistently without sacrificing his dig- 
nity or self respect. Recurrence of the symp- 
toms should be guarded against as carefully as 
with any form of suggestive treatment; the pa- 
tient does not benefit much if he is cured only 
to break down again at the next doctor’s office. 
Sometime ago a young man came to me because 
of various fears and hysteroid attacks which 
came so frequently as to handicap him in the 
performance of his duties. The attacks were 
controlled without difficulty, but recurred un- 
der the first stress encountered by the patient. 
Finally, after considerable effort, the causative 
factor was discovered and adjusted, and there 
have been no more recurrences in a period of 
a number of months. A young lady with simi- 
lar attacks assisted in the control of herself re- 
peatedly over a period of two years, continues 
to break down upon the slightest provocation. 
She 


cause. 


has refused to cooperate in finding a 


During the past several years, in selecting 
the cases upon which I have used hypnosis, | 
have been rather indiscriminate, both as to the 
condition and as to the type of individual, tak- 
ing the attitude of the patient as about my only 
gauge, so that, without having a large series of 
cases in any one particular condition, I have 
used it in all sorts of things and on all sorts of 
people. I have found it helpful in general and 
at times have obtained startling results in an 
individual case. Naturally, it is most useful in 
functional conditions or conditions where a large 
functional element exists. I have tried it with 


most success on hysterical paralyses, pains, 


convulsions and so on; functional impotence in 
men, hypersexual reactions in women, insomnia, 


drug addictions, cigarette addictions, habit 


spasms and tics, nocturnal emissions and other 


bad dreams, nocturia, vaginismus, all types of 
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in short, all sorts of functional condi- 
tions and some which are not. 


neuroses, 
In one case of 
thrombo-angitis-obliterans, I was able by re- 
peating the treatment whenever the effect wore 
off, to keep the patient moderately comfortable 
over some time, much more so than was possible 
with drugs. I even have a young doctor who 
assured me that he went through an entire sea- 
son free of hayfever following treatment 
the next 


and 


season without treatment he had a 


rather miserable time. Another hayfever vic- 
tim, a young woman, went through a season 
without an attack, but I have lost track of her 
since. Naturally, I can not say that hypnosis 
was actually responsible for these results, and 
certainly I am not adding it to the list of hay- 
fever cures, the relief may have heen coinci- 
dental to other things, probably was, but it is 
possible to influence vasomotor control and stop 
pain with hypnosis, and certainly mental morale 
can be built up. 

In conclusion, I would not give the impres- 
sion that I am unduly enthusiastic over hypno- 
tiszm and would recommend it indiscriminately, 
or that my results have been uniformly suc- 
cessful. On the contrary, I would like to point 
out that often too much is expected of it. It is 
not magic and is not applicable to all patho- 
logical conditions, nor to all people, but should 
he used with the same judgment as to selection 
of cases and the same skill in its application as 
is employed with any other method of treat- 
ment, and, as with any other method, some fail- 
ures are to be expected along with the successes. 
I do believe it most helpful and useful, and if 
one realizes that it is not magic, selects cases 
with a moderate amount of common sense, and 
treats them with at modicum of the 
principles of psychotherapy without expecting 
miracles, many 


least a 


would 
either go unimproved or improve after long, 


cases which otherwise 
arduous and expensive efforts can be cured or 
helped. 
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DISCUSSION 

Dr. L. L. Cazenavette (New Orleans): I listened 
attentively to the paper of Dr. Connely. My im- 
pression is that he has either been hypnotized or 
has hypnotized himself. The result of this hypno- 
sis is the revival of a subject that has remained 
in a fairly dormant state for many years, especi- 
ally in our immediate surroundings. 


The public exploitation of hypnotic experiments 
has deterred, for fear of ridicule, many medical 
men from using hypnosis therapeutically. It has 
also instilled in the prospective patient a certain 
fear to submit to such a measure, not knowing 
what the consequences will be. 


Bernheime defines hypnosis as the induction of 
a peculiar psychical condition which increases the 
susceptibility to suggestion. Since that definition 
was given it has been found that by hypnotism we 
are able to discover hidden memories and to in- 
fluence the subsequent conduct of the patients. 
Thus the sources of emotional conflict and other 
casual factors may be discovered and restored to 
the waking state through the use of past hypnotic 
suggestions. Hypnosis is a means of bringing to 
light a great deal of material with which a pa- 
tient has been preoccupied but which he or she 
has been unable to tell anyone about under other 
circumstances. There are many things in our past 
life we will not discuss openly, but under the in- 
fluence of the hypnotic state the patient has no 
hesitancy in bringing these conditions forward and 
this is the way hypnosis is of great help. 

The attempt is to unearth all unconscious trau- 
matic experiences and readjust the patient’s at- 
titude towards them by making them conscious. 

The influence of psychogenic factors in certain 
types of epilepsy has been admitted by many medi- 
cal men and hypnosis may 
treatment of these patients. 


have a place in the 


The actual usefulness of hypnosis is limited to 
the treatment of highly suggestible states and 
probably should be reserved for the treatment of 
the psychoneuroses that fail to respond to other 
therapeutic measures. 

I do not see how hypnosis can be of use in the 
advanced forms of psychoses where it is impossible 
to have the cooperation of the patient. 

I agree with Dr. Connely that one of the 
stumbling blocks in the application of such 
therapy is the difficulty with which the patient 
will accept such treatment. By properly explain- 
ing to him that there will be no harm done, that 
there will be nothing detrimental to the patient, 
and by seeking his full cooperation, hypnosis will 
be of use in clarifying many cases of psychoneuro- 
tic states. 

Dr. R. McG. Carruth (New Roads): This sub- 
ject has been of much interest to me for the past 
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fifty years, so it is useless to tell you how very 
much I enjoyed Dr. Connely’s paper. 


A great many years ago when Carpenter’s 
lectures on “Mesmerism, Spiritualism, Table-tip- 
ping and Odalism” fell into my hands, I became 
very much more keenly interested in the subject. 


About 1906, Monroe, a writer and lecturer on 
hypnotism, came to our little town on his tour. 
We got up a class among the doctors, and Monroe 
made us promise that we would never hypnotise 
any one except for treatment or for instruction. 
I afterwards practiced it in all kinds of cases, 
surgical, neurotic and psychotic, sometimes to 
deep hypnosis, at others, to only strong suggestion. 
I have taken out tonsils, by the old way, tonsilec- 
tomy, without trouble and without assistance; a 
fibrolipoma of the cheek in a six foot, one hun- 
dred and eighty pound, young negro man, leaving 
him sleeping on my surgical table while I sent 
out for some young confreres who were a little 
skeptical, to witness the snoring negro. I have 
treated successfully the case of a kleptomaniac, 
and also an intelligent young lady who was a con- 
firmed neurotic giggler. My most spectacular 
case was that of a rather brilliant young married 
woman who had previously been confined 
sanatorium for mental breakdown. 
religion a confirmed spiritualist; was a member 
of a spiritualist church. She fell entirely by ac- 
cident into my hands while I was treating her sick 
child. This lady, Mrs. S., told me she was sick, 
could not sleep, was annoyed each night by spirits 
of the dead, her departed enemies, who were con- 
tinually knocking at her doors. She refused to 
read my Hudson’s “Law of Psychic Phenomena” 
for fear it would disturb her religion! 


in a 
She was by 


I saw my chance for more extended experi- 
mentation, so I organized a class of middle-aged 
men and women, including one other “spiritualist,” 
and we held weekly meetings in my home for a 
period of some months. This class, some of them 
skeptical, made tables rap and tip and turn over 
and roll all over the floor. To shorten this story, 
I finally told Mrs. S. that I myself kept a ghost 
in my closet and would some night call him out. 
This excited her curiosity so I hypnotized her 
very quickly and in a very few minutes I called 
up a departed friend, introduced him to her, 
made her take his cool, clammy hand, then I car- 
ried on a conversation with him for her benefit. 
I then, after lecturing her, placed her 
wholesome posthypnotic suggestion and quickly 
awakened her. I then explained it all to her 
which was corroborated by others present, when 
she was greatly astounded. She afterwards read 
Hudson’s book and after some months told me 
“I dont know what I am but I am no longer a 
spiritualist.” This was years ago, and so far as 


under a 
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I know, she has never relapsed, has had very much 
better health in every way. 

This science should be taught in the medical 
schools, and the time will come, as Thompson Jay 
Hudson so strongly urges, when will be 
enacted forbidding others than doctors from prac- 
ticing such an art. 

Dr. Hans Schroeder (New Orleans): Some 20 
years ago when I was an academic student major- 
ing in psychology, a Chinese, aged 24 years, came to 
see me. He was stuttering badly. A surgeon had 
operated on his tongue already, but without bene- 
fit. Speech training by me proved not promising. 
I then analysed his dreams and was struck by the 
frequent recurrence of dogs trying to attack him 
in these dreams. Further investigation brought 
out the nucleus to be as follows: When he was a 
boy 4 years old, he was in China riding in the 
back of a wagon from town to his village, when a 
huge dog tried to attack him and frightened him 
very much. Then his stuttering began and grad- 
ually inereased. After eliciting this information 
I used hynosis and suggested courage and allayed 
fear of dogs. In three months his stuttering had 
stopped completely. 


laws 


The point I want to make is that when you give 
suggestions in the hypnotic state they have to be 
directed against the original psychic trauma and 
not against any of the later impressions. 

The most instructive books on hypnotism, in my 
experience, are those by Bramwell, Bernheim, and 
Liébault, but those of Moll and Wetterstrand are 
unique in that they also report the failures; the 
latter used chloroform as an adjunct. Hypnotism 
has a definite place in medicine, but fell into dis- 
repute through Charcot who abrupt means 
for getting the subjects out of the hynotic state, 
thereby producing psychic traumata 
sometimes worse than the original. 

In hysteria, where it would be most valuable, 
has failed. This introduced the psy- 
choanalysis of Freud, which is history now. 

Dr. C. §S. Holbrook (New Orleans): Psycho- 
therapy in its various forms is used by all of us 
in practice, and the results that we, as physicians, 
obtain are in large measure dependent upon fac- 
ters which are purely 
fear 


used 


which were 


hypnotism 


psychic, as apprehension 


and being displaced by a 
and expectancy 


borate technics 


feeling of 
for recovery. Very ela- 
of psychotherapy have been de- 
veloped, the most intricate and time-consuming of 
which is psychoanalysis, treatment often extends 
over a period of twelve months. The operator 
must be willing to limit his practice to a very few 
patients and to devote himself exclusively to this 
type of treatment, becoming proficient in it only 
after a period of several years’ training. 
Hypnotism is of considerable value in certain 
forms of functional nervous disorders or neuroses, 


com- 
petence 


631 


and especially is it applicable in hysteria. When 
results follow its use, they are generally imme- 
diately forthcoming, thus saving a great deal of 
time on the part of the patient and the physician. 
Hypnotism is not to be used in psychoses or 
serious mental disorders. 

I think Dr. Connelly gave a very splendid paper, 
and its claims for hypnotism are quite modest. 
There are some instances in which hynotism seems 
to make the patient more difficult to treat by 
other means when hypnotism fails; the patients do 
not respond as readily to other types of treatment 
as they would have if hypnotism had not been 
used. 

We all know the extensive use of 
thirty or forty years ago. 
use, 


hypnotism 
It went largely out of 
probably because it was so greatly abused, 
until the World War, when certain hospitals em- 
ployed it rather extensively in the treatment of 
so-called ‘‘shell-shock” cases. At the present time 
its use is restricted, though there do seem to be 
certain cases in which such treatment is indicated. 
I personally do not use hypnotism; therefore, I 
am rather adverse in my criticism, but I do not 
mean to be so about Dr. Connelly’s presentation. 
Certainly in hysteria one often gets striking results 
by any method of treatment provided the sug- 
gestion is strong enough and the operator under- 
stands the mechanism of the disorder. 

I wish to commend Dr. Connelly for being 
modest and cautious in his claims for the use of 
hypnotism and not urging it except where the in- 
dications are clear-cut. 

Dr. Walter J. Otis (New Orleans): As has been 
told to you, the question of hynosis is not new. 
One of the main reasons why such odium has 
been cast upon this necessary adjunct in medicine 
is its use and manipulation by charlatans and 
For the similar reason, massage has been 
upon in many divisions of medicine be- 
of the mal-usages of this subdivision of 
therapy in the hands of the untrained; hence, it 
has been accepted and taken up by certain groups 
of bone manipulators. 

Hypnosis has been used for many years in Eng- 
land and France. Braid-Esdaille, Ozam of Bor- 
deaux, Charcot-Riché and Broca were all en- 
thusiasts and instrumental in applying this therapy 
to their patients, with marked and beneficial re- 
sults. The Nancy School was likewise successful. 
The best demonstration of hypnosis was found 
during the World War, when this therapy was 
performed in the French and American Hospitals. 
In our hospitals behind the lines, and especially 
in Base No. 117 (the sole hospital for war neu- 
roses), this mode of therapy was extensively car- 
ried on, Dr. Connely being one of the first staff 
members assigned to this group. There, psycho- 
neurotic groups that were admitted were treated 


quacks. 
frowned 
cause 
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and were able to return to their respective centers 
and duties within 52 hours. 

To direct properly and dispense hypnosis, it is 
necessary that the individual be properly equip- 
ped; he must have the confidence of the patient, 
and it has been found that there are stubborn 
cases which respond to this form of psychotherapy 
that do not respond to other types of treatment. 

I am very happy to find the restoration of this 


form of treatment replaced in our armamen- 
tarium. 
Dr. J. D. Young (Shreveport): Hypnosis or 


hypnotism, as mentioned before, is an old remedy. 
Mesmer first mesmerized, which was purely a 
form of hypnosis. Hypnosis is suggestion therapy 
or suggestive therapy. Before hypnosis is pro- 
duced, the psychotherapeutist should be careful in 
choosing his subject as there are different types 
of reaction to type of therapy. 
patients are benefitted; some are made 
You must evaluate the constitutional make-up of 
the individual produced. In 
producing hypnosis you must have the cooperation 
of the patient. The patient must remove all in- 
hibiting psychological influences and must be 
made to understand that in submitting himself to 
hypnosis he is not admitting, as most think, an 
inferior mental make-up. I think fear of in- 
feriority prevents quite a number of patients from 
going under hypnosis in the proper way. After 
hypnosis has been produced, the benefits are 
many, but mainly we are able to bring back to the 
patient’s conscious mind repressed, forgotten com- 
plexes that produce these psychoneuroses. 

I want to congratulate Dr. Connely on his paper, 
and I think properly understood hypnosis should 
be brought back and used for the benefit of both 
the medical profession and the patient. 

Dr. Edmund Connely (In conclusion): I would 
like to thank the discussors for their kindness. I 
find that they mostly agreed perfectly with me. 
There is no question but that hypnosis is nothing 
in the world but a powerful form of suggestion, 
there is no question but that every doctor uses 
suggestion in every phase of medicine. Without 
suggestion no one would have any reputation as 
a doctor. 

I am glad Dr. Carruth brought out the fact that 
no special quality is required to induce hypnosis; 
almost anybody can do it. I think the success or 
failure of your treatment depends not on your 
ability to produce hypnosis, but upon the ability 
to understand your case and to use properly your 
treatment. That is what I would like to empha- 
size. 


every Some 


worse. 


before hypnosis is 


I have not used it in producing anesthesia, 
except in the extraction of teeth and things of 
that sort, merely as an experiment. Occasionally 
I have used it to abolish pain. Recently, I had a 
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case of vaginismus in a young married woman. 
In cases of that sort it is extremely useful. 

As Dr. Cazenavette said, I do not think it is 
applicable to the insane, for the insane man can- 
not fix his attention and you cannot get him under, 
besides his condition goes more deeply than that 
of the neurotic. 

I do not agree with Dr. Holbrook that the 
patient is more intractible to other treatment iti 
event of failure, if the hypnosis is properly used. 
Any sort of psychotherapy can make the patient 
worse if used without the proper understanding of 
the patient and his condition. In any form of 
psychotherapy you might failif youdo not measure 
your patient properly, but I think it is a very un- 
wise psychotherapist who does not leave himself 
some loophole in the event of a change of Toclier 
becoming necessary. 

So far as time is concerned, I don’t know of 
any type of psychotherapy that does not take time 
if it is used properly. It of necessity requires 
time, and I find with hypnosis that frequently 
you can save a great deal of time. You may do 
in a few weeks what might take months to do 
otherwise. 





ROENTGENOGRAPHIC STUDY OF THE 
SPHENOID SINUS* 


E. C. SAMUEL, M. D. 


and 
E. R. BOWIE, M. D. 
New ORLEANS 


Of all the nasal accessory sinuses, considera- 
tion of the sphenoids is probably most difficult 
for both the rhinologist and the roentgenolo- 
gist and yet it is in this very field that the 
most serious and important decisions must be 
made and it is here that all possible informa- 
tion that we can furnish is most appreciated 
by the specialist. 

The anatomical relations of this sinus have 
only to be recalled in order that we may realize 
its importance. We have here as adjacent 
structures of the greatest importance, the optic 
nerve, the brain, pituitary gland, the cavernous 
sinus, the third, fourth, fifth and sixth nerves, 
to mention only a part of the essential neigh- 
boring anatomy. It is most evident what dan- 
gers may follow when the exact operative field 
is exceeded. 


The sphenoids are not satisfactorily demon- 


*Read before the Louisiana State Medical Society 
New Orleans, April 29-May 1, 1935. 
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strated roentgenographically until some time 
after the first few years of life and this is in 
large part probably due to the difficulties of 
technic. Quite rarely they do not develop at 
all and such a condition as this must, of course, 
be very carefully differentiated from exten- 
sive disease in which the sinus is entirely filled 
with pathological material. 

The sphenoid sinuses vary greatly in size 
and shape and are found in the body of the 
sphenoid bone. There are usually two separate 
cavities separated by a distinct septum but it 
is the rule for an unequal rather than an equal 
division. The disproportion may be so extreme 
that there may seem to be but one large cavity 
and only after the most careful study is the 
The 
dividing septum may be straight or curved or 
even very markedly irregular so as to give the 


presence of the two sinuses recognized. 


impression of even more than two cavities and 
it may be inclined to one side or the other and 
as this inclination becomes more pronounced, 
the less distinct do we find evidence of a sep- 
arating line as compared to a truly vertical sep- 
tum. 

In cases where we have disproportionate 
development of the two sinuses there may be 
a corresponding overdevelopment of the eth- 
moid on the restricted side to such an extent 
that we may have a very large ethmoid cell 
lying close to the small sphenoid and giving 
A dou- 
ble sphenoid is rare, however, and is usually 
found in a large cavity. 


the impression of a double sphenoid. 


Such conditions must, 
however, be recognized in order that an in- 
complete operation may be avoided. Another 
point to remember is comparatively frequent 
extension of the sinus into either the anterior 
or posterior clinoid processes or both. Fur- 
ther, considering the anatomy of the sphenoid, 
we must remember that the surgeon will ap- 
preciate exact information as to the depth in 
the anteroposterior and vertical diameters as 
well as laterally. The apparent thickness of 
the walls is most essential and this is largely 
related to the size; the larger the sinus as a 
rule the thinner its walls. 

Leaving this rather hasty summary of the 
main anatomical points upon which informa- 
tion is essential for the rhinologist, we come 
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now to the question as to how this informa- 
tion is to be obtained roentgenologically. Quite 
arly in the history of roentgenology satisfac- 
tory studies of the anterior sinuses were made, 
beginning with the work of Dr. Caldwell who 
reported in 1906 the use of an angle of 25° 
as satisfactorily anterior 
sinuses of the frontal and maxillary. 


demonstrating the 
This 
angle was later changed to 23° and it is to be 
recalled that the angle here mentioned means 
that the ray is to enter the head posteriorly at 
such an angle from a line drawn from the gla- 
bella to the external auditory meatus. 


For many years this remained the one prin- 
cipal method of sinus roentgenography with 
certain minor modifications as for instance the 
addition of the Waters position which was 
used to throw the petrous bones out of the 
Somewhat less than 
fifteen years ago the first real advance in the 


region of the maxillaries. 


identification and satisfactory diagnosis of the 
posterior sinuses was made by our local auth- 
ority, Dr. Amedee Granger. His work is, of 
course, familiar to all of us and the simplicity 
of his methods and the positive identification 
of all the groups of the sinuses has made it 
readily possible for all of us to feel able to 
give positive information regarding the exist- 
ence of pathology in any of the nasal accessory 
sinuses. 

About the same time that Dr. Granger's 
work was announced there was published in 
France an additional means of study of the 
sphenoid sinus by Dr. Hirtz. This method 
variously known by the name of the author, 
the chin-vertex, the vertex mental or the mento- 
vertex position, is extremely valuable in supple- 
107° 


It is this position 


menting the information given by the 
position of Dr. Granger. 
and its value in enlarging our knowledge of the 
anatomy of the sinus which it is desired to 
emphasize today. 

The 107° postero-anterior position gives us 
undoubtedly by changes in the areas of pro- 
jection of the sphenoid, gradations of density 
and character of the upper limit of the sphe- 
noidal area, whether clear cut, fuzzy or absent, 
important information as to the presence or 
absence of pathological changes in the sinuses. 
It cannot, however, give us the lateral extent 
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of the sinus nor can it supply information so 
satisfactory in regard to the dividing septum, 
the extent of the divisions of the sinus or the 
presence of partial septa resulting from well 
developed ridges along the floor of the sinus 
as is obtained in the Hirtz position. It is 
realized that the outline of the sphenoid is con- 
siderably distorted in this view but this is more 
marked in the antero-posterior diameter than 
in the lateral and this distortion is not suffi- 
cient to detract from/ the value of the position 
in adding to our knowledge of the topographi- 
cal anatomy of the sphenoid. 

There has been considerable hesitation in the 
use of this position owing to the supposed dif- 
ficulties in obtaining satisfactory films, but 
with a little care these can be overcome in 80 
to 90 per cent of the cases. Whether the view 
from chin to vertex or vertex to chin is used 
depends very largely on the preference of the 
individual operator. Our preference is for the 
chin-vertex, the ray being directed through the 
chin to the top of the head with the film be- 
neath the vertex. This can be obtained in 
either of two ways, shoulders supported by a 
pillow and head bent backwards or by bring- 
ing the shoulders to the edge of the table and 
allowing the head to hang over the edge, the 
vertex resting on the cassette supported on a 
lew table. The essential thing is to throw the 
image of the lower jaw as far away from the 
sphenoids as possible. Either a plain film or 
a stereoscopic pair can be made. This view 
requires a little more exposure than either the 
23° or 107° film and this can be compensated 
for by an increase in either voltage or time, pre- 
ferably by voltage, as it is not a comfortable 
position at best and the exposure necessary 
The 
Bucky diaphragm is by no means essential and 
is in our opinion preferably not used in any 
sinus films. A true lateral film plain or stereo- 


should be obtained as quickly as possible. 


scopically will complete the detailed study of 
the sphenoid. 


In conclusion, we wish to emphasize again 
that it is our belief that in all cases where there 
is any question of operative measures on the 
sphenoid, the rhinologist should be furnished 
the most complete information available as to 
the pathology and topographical anatomy of 
in the chin-vertex and 


this sinus as shown 








SAMUEL-BowlE—S phenoid Sinus 





lateral views as supplements to the usual pos- 
tero-anterior views. 


DISCUSSION 

Dr. Francis E. LeJeune (New Orleans): We all 
know the diagnosis of sphenoiditis may be accom- 
plished by several methods. However, Dr. Bowie 
has presented a method which is not only diag- 
nostic in character, but gives a vast amount of 
additional important information not conveyed by 
other methods. 

To the surgeon whose task it is to open the 
sphenoidal cavity, the additional information as 
to the depth and size of these cavities, situated 
in the middle of the head, is of paramount im- 
portance. The chin-vertéx position will show an 
occasional sphenoidal cavity extending well beyond 
the median line. In other words, it is possible 
to have a very large sphenoid sinus on one side 
and a very small one on the opposite side. 

The knowledge of the existence of such a con- 
dition preoperatively is of vast importance to the 
surgeon, as you can well realize, and the chin- 
vertex position, in my experience, is the only 
method that will give this type of information. 

I have made it an invariable rule, the past four 
years, to always request a Granger position, which 
I think is most excellent and reliable, as well as 
a chin-vertex position, using each to check the 
other. The information gained from the chin- 
vertex position has been invaluable to me in the 
operating room. 

Dr. S. C. Barrow (Shreveport): I do not know, 
gentlemen, that there is anything in my roentgen 
diagnostic work that I am less satisfied with, 
ordinarily speaking, than I am in my sinus work. 
I have tried the various positions, and to make 
my discussion short I would say it is about the 
same as Dr. LeJeune has just said. 

I have never been satisfied to rely absolutely 
upon the line known as the Granger line, though 
I have hesitated to place my opinion against one 
who has had such wide experience. I feel that I 
have gotten more information from the position 
just described by Dr. Bowie, though I reverse it, 
and it is the superior-inferior posture, with me, 
while with him it is the inferior-superior. Of 
course there is practically no difference, as the 
sphenoid is about centrally located from the top 
and from the bottom. I therefore always check, 
when I am in doubt, the two positions, one with 
the other, as well as the lateral position. 

I was glad to hear Dr. Bowie’s paper and Dr. 
LeJeune’s. discussion, which make me feel that 
I am following the proper course. 

Dr. A. I. Weil (New Orleans): There is no 
sinus more important, and probably none as im- 
portant, in causing serious complications, as the 
sphenoid, and I think we are all agreed that there 
is no sinus in which it is as difficult to obtain 
information roentgenologically. 
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We know that the Granger position gives us 
information as to certain conditions in the sinus. 
I do not know whether the blurring in the Gran- 
ger line has as distinct and undeniable signifi- 
cance as is thought by Granger and others, but 
I do know there is a good deal of information to 
be obtained by that method. But I cannot see 
any reason, in a sinus, the symptoms of which 
are so obscure, that we should not avail ourselves 
of every possible method, and there is no question 


that in a few cases the additional information 
obtained from the vertex position will give us 
something on whether we are going to obtain 


anything or not. 


The most serious conditions in sphenoids that 
we have to contend with are those cases of sudden 
blindness. Even though clinically and radiologic- 
ally we find no manifest evidence pointing to the 
sphenoid, where we are faced with the condition 
of sudden blindness and where we feel that the 
sphenoid may be responsible, I think we all have 
more or less accepted the decision that that sphe- 
noid must be opened. Nevertheless, we feel a good 
deal more comfort in opening such a sphenoid 
if we have gained what information we can as 
to the shape and size of that sinus, by the chin- 
vertex position as well as by the Granger position. 

Personally I have obtained much added infor- 
mation also by the use of lipiodol injections into 
the sphenoid. Some years ago, ten years or any- 
way seven or eight years, I made a 
lipiodol injections in normal and _ pathological 
sphenoids, and I want to say that the use of the 
Granger and the chin-vertex in injected sphenoids 
often gave us an entirely different opinion as to 
the pathologic condition or normal condition of 
the sphenoid. So I say in a disease as obscure 
and as serious as that, let us use the chin-vertex 
and the Granger, and by all means let us not 
forget that the injection is often a very great 
help to us in these cases. 

Dr. William A. Wagner (New Orleans): I be- 
lieve in sphenoid radiography, the Granger posi- 
tion, at a 107° angle, is the best diagnostic posi- 
tion we have. I must agree with Dr. Granger. 
I like it the best. As a diagnostic procedure, it 
is by far the best, in my experience. I think some 
men might disagree with me, but in addition to 
just looking for clues on a radiogram, we have 
to sometimes use that radiogram in conjunction 
with radiopaque substances. Lipiodol, in the 
Granger position, is of little value, except in the 
cases that might be hypoplastic. Occasionally it 
might be of a little value in some cysts or polyps, 
but it is the Hirtz position that I think is of most 
value. I think with the Hirtz position, when we 
use any opaque substance, we have a better op- 


series of 
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portunity of seeing a cyst or a polyp or possibly 
some other type of pathologic process in that sphe- 
noid. As far as opening the sphenoid is concerned, 
I do not think anybody who is really conscien- 
tious is going to attempt to open the sphenoid 
whose ostium cannot be found prior to the opera- 
tion, without using more than a Granger position. 
I say that because I routinely use the Granger 
position, but I request also the Hirtz position 
whenever I am suspicious of any sphenoid infec- 
tion. 


I have had occasion to have to hammer my way 
into a sphenoid with a heavy spinal needle, and 
I would not hesitate to hammer a needle into a 
sphenoid if I had properly studied the patient, but 
I would not dare open it by hammering a needle 
in with just the Granger position. I would not. 
I never have. I usually use the lateral position 
to locate the position of the needle, by bisecting 
the middle turbinate, and if the needle is in proper 
position I supplement that picture by the Hirtz 
position, even though I may have had a previous 


Hirtz position. The value of the Hirtz position 
is that it shows whether you are dealing with 


one or two sphenoids, and the type of sphenoids 
you are dealing with. Occasionally I have had 
the good fortune of having used the Rhese posi- 
tion. It shows the optic foramen in the center 
of the orbit, and the position of the sphenoid 
adjacent to it in addition to the size of the optic 
foramen. (Blackboard drawing) I had one _ pa- 
tient who had had a retrobulbar neuritis, whose 
photograph is in the exhibit, who had had a cystic 
degeneration, with metaplasia of the mucosa, and 
in this instance there was a, cyst that could hardly 
be recognized. I did not notice it until I made 
the Rhese position, and then I could imagine I 
could see it in the Hirtz position, and it was ab- 
solutely impossible to see it in the Granger posi- 
tion. 


I have gone so far as to request not only the 
Granger position, but the Hirtz, the Scheier or 
lateral, and also the Rhese positions. You see it 
is really a problem, when you have to pound your 
way with a needle and a mallet into a sphenoid. 
I have had that occur several times, where I could 
not find the osteum, and I had sufficient evidence 
on the clinical examination in 
history and the 


addition to the 
radiological examination, sugges- 
tive of sphenoidal disease, and yet I could never 
get into the sphenoid except with the needle and 
mallet. 

Dr. E. R. Bowie 


ing to add to what has already been said. 


(New Orleans): I have noth- 
I wish 


to thank the men who have discussed the paper. 
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AVULSION OF THE TIBIAL 
TUBERCLE* 


(Osgood-Schlatter Disease ) 


PAUL A. McILHENNY, M. D.? 


New ORLEANS 


Search through early fracture literature re- 
veals that fracture of the tibial tubercle is men- 
tioned and cases reported, but it was not till 
Osgood in 1903, and Schlatter, later in the 
same year, called attention to lesions of the 
tibial tubercle occurring before ossification of 
the epiphysis is completed that this painful and 
often disabling condition received serious con- 
sideration from the profession. The extent of 
damage to the tibial tubercle varies from a 
slight elevation or slipping to a complete sepa- 
ration, and sometimes fragmentation, and is 
more often found at the age of puberty, though 
cases may occur at any age between the eighth 
and eighteenth years. Though occurring most 
frequently in boys, cases are found in girls 
also, but this is rare. 

Many theories have been advanced as to the 


causative factors, among them being a_pri- 


mary osteochondritis of the epiphysis, a de- 
velopment defect of the epiphysis, a predisposi- 
tion of growth centers to disease and trauma, 
and lastly trauma. But a primary osteochondri- 
tis or a development defect existing previous- 
ly to the onset of symptoms is very difficult 
to prove because of the great variance in evi- 
dence as shown by roentgen ray examination. 
Trauma undoubtably is the most important 
causative factor especially as the affection is 
most frequently found in those of an active 
athletic temperament, and a history of trauma 
can usually be elicited. Force applied in the 
same conditions which produce fracture of the 
patella in the adult will cause damage to, or 
complete avulsion of, the tibial tubercle in the 


child. 


sharp blow to the tubercle, may be the exciting 


Occasionally, direct force, such as a 


cause but such is not as frequent as the indi- 


rect force applied by the sudden contraction of 


*Read before the Louisiana State Medical 

Society, New Orleans, April 29-May 1, 1935. 
*From the Department of Orthopedics of Tulane 

University, and Charity 


Hospital, of Louisiana. 
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the quadriceps when the knee is partly flexed, 
and unless the condition is recognized early 
and appropriate measures instituted for its re- 
lief prolonged disability invariably follows and 
may carry over even into adult life. 

Seing identical to damage of various other 
and one 


epiphyses the pathology is similar, 


finds subcutaneous 
hemorrhage, rupture of fibrous attachments of 


soft parts adjacent to the epiphysis and later 


extravasation of _ blood, 


porsibly an aseptic necrosis. 

The symptoms are well defined. The pa- 
because of 
pain about the upper portion of the tibia and 
anterior section of the knee joint; both limbs 
may be affected, one more seriously than the 
other, but the condition 
Generally the patient 


tient is brought to the physician 


is usually unilateral. 
will admit of having 
jumped from a fence, over a ditch, fallen from 
a low roof or having taken part in some game 
requiring running and jumping. Occasionally 
immediately after the fall, but generally a day 
or two later, pain is experienced at the attach- 
ment of the patella tendon to the tibial tubercle 
especially on complete extension of the knee 
and on kneeling down. Examination reveals 
tumfaction immediately at the tibial tubercle 
which may extend over the patella tendon; 
pain, sometimes exquisite in character, on pres- 
sure directly over and lateral to the tubercle, 
and possibly fluctuation in the knee joint; rare- 
ly crepitation in the region of the tubercle may 
be elicited especially if fragmentation has oc- 
cured; inability to completely extend the knee 
if only slight passive resistance is made be- 
cause of increased pain. Loss of power to ex- 
tend the knee is not present, though the tuber- 
cle may be completely avulsed, which fact was 
clearly explained 


by Osgood in his original 


article. The patient walks with a decided limp 
declines to make any sudden 
with the affected limb; if the 
bilateral the gait 


and movement 


condition is 
is awkward and restricted. 
In the roentgen ray examination one finds lit- 
tle if anything in the antero-posterior view, but 
the lateral view shows the tubercle to be ab- 
normally elevated or tilted, or even completely 
avulsed, and occasionally fragmentation may be 


evidenced. Roentgen ray findings are not al- 
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ways in keeping with clinical manifestations, 
and frequently there is considerable pain, tu- 
mefaction and disability when the roentgen 
ray shows only a slight elevation or displace- 
ment of the tubercle. 

Treatment should be conservative, and must 
be continued till all symptoms have complete- 
ly subsided. This may be for several months. 
A case seen soon after the onset of symptoms 
should have a posterior gutter splint moulded 


tc the limb with the knee straight, and ad- 
hesive strapping, preferably diagonally, applied 
over the tubercle and knee with a pressure pad 
of felt directly over the tubercle to insure 


maintenance of replacement. As symptoms 
subside, the strapping may be discontinued and 
physiotherapy started, infra-red ray baking 
and gentle massage of the part being preferred. 
Gutter splint immobilization of the knee should 
be maintained until it is thought wise to allow 
non-weight bearing motions; the splint may 
then be left off at night, and gradual resump- 
tion of motions allowed. If, after several 
months of palliative treatment, the condition 
still persists operation will have to be resorted 
to. Two been ad- 


vised and proved successful, the choice depend- 


simple procedures have 
ing on the particular liking of the surgeon. 
The first consists of drilling through the tu- 
bercle into the bone; through small puncture 
drill 
obliquely through the tubercle into the shaft 


wounds in the skin a_ small is driven 
of the bone in various directions, this produces 
slight hemorrhage, furnishes fresh bone pulp, 
allows penetration of new blood vessels and so 
stimulates natural repair. The second consists 


of bone pegging; a curved incision is made 


laterally to the lower portion of the patella 
tendon past the tubercle and ends at the tibial 
crest; in the lower two thirds the periosteum is 
incised and reflected; two small pegs are taken 
from the tibia, and small drill holes are made 
through the tubercle. The pegs are driven 
through the tubercle into the diaphysis; the 
wound is closed and a dry dressing applied. 
The knee should be immobilized, after either 
operation, for a few weeks or until all pain has 
subsided. Physiotherapy and motions may then 
be started, and gradual resumption of normal 
function allowed. 
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DISCUSSION 

Dr. Erasmus D. Fenner 
not know that after 
MclIlihenny 


(New Orleans): 
hearing the paper of Dr. 
there is very much to be said in ad- 
dition to what he has told you in regard to this 
condition, which is 
one. 


I do 


not an exceedingly frequent 

There are a very large number of young people 
who present a condition 
upper end of the tibia, 
sudden strain or 
toms of what 
sease. 


of the epiphysis at the 
which if subjected to a 
violence may produce the symp- 
is known as Osgood-Schlatter di- 


The comment that I feel most inclined to make 
is that I feel that Dr. McIlhenny has given the 
impression that this disorder is generally a great 
deal more severe than my 
to consider it. 


experience leads me 
The picture he has drawn, to my 
mind, is the picture of the unusual and compara- 
tively rare case of injury of the tibial 
Many of these cases are much milder. 


tubercle. 
They have 
pain, and they limp, and in most of the cases this 
lameness and pain and _ tenderness some 
exertion like running violently or jumping over a 
fence, or something of that kind, but in the great 
majority of cases they do not take five or six 
months to get relief. They do not need be tied 
up in a splint for three or four months, and they 
do not need a long period of physiotherapy after- 
ward. A considerable number of them, as a matter 
of fact, do not need anything but to be prevented 
from exerting themselves too much. If they could 
just be induced to avoid running and walk with 
a little care, many of them would get well with 
no therapeutics beyond that, and certainly with 
the vast majority of them, in my opinion, simple 
support on a splint for a few weeks will result in 
complete disappearance of the symptoms, and then 
the exercise of any ordinary care on the 
the patient will lead to an entire 
of all symptoms and no return. 


follow 


part of 
disappearance 
There will occur cases in 
bercle is torn loose, or 


which the tibial tu- 
in which it is pulled away 
so badly that the symptoms last longer and need 
more treatment, I admit, but that is rare. 

I have been 
many years. I 


practicing orthopedic 
have a young man in the army 
and another in the navy who had typical disturb- 
ance of this kind when they were around ten or 
twelve years of age. Another case was a relative 
of mine, who had both knees affected. His di- 
version during his college course being the 
champion heavyweight boxer of his class. None 
of them required prolonged confinement in splint, 
and all of them were able to return to unrestrict- 
ed activity. 

I feel that these cases are not so severe, and 
that it is extraordinarily rare that any operation 
of any kind is needed, 
the tubercle. 


surgery for 


was 


like pegging or drilling 


It might be necessary in one case 
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in a thousand, but not in any larger number than 
that. 

Dr. A. Scott Hamilton (New Orleans): As Dr. 
McIlhenny has brought out in his paper, the 
etiology of this condition, Osgood-Schlatter’s di- 
sease, and the other conditions affecting the 
epiphyses, the so-called osteochondritides, is not 
established. We are certainly not sure of two 
things: first, pathology, and, second, etiology. We 
are not sure of the etiology because we are not 
sure of the pathology. 

There are in general no systemic symptoms as- 
sociated with the disease. All the serum determ- 
inations for various minerals are normal. Cal- 
cium, phosphorus, magnesium, sodium, potassium 
levels are all as in the normal individual. 

The local pathology is a different proposition. 
We find there what some pathologists have in- 
terpreted as an aseptic necrosis. That theory was 
particularly advanced by Axhausen. He postulated 
that the disease was caused by an embolus, and 
called it an embolic aseptic necrosis. That has 
been doubted by most pathologists as, on micros- 
copic examination, sections did not seem typical 
of a true hecrosis. 

As to etiology, as Dr. MclIlhenny has brought 
out, trauma is at least the exciting factor. What 
underlying factors there are we do not know. 
Various authors have advanced particularly the 
theory of infection. Notable among. those is 
Phemister of Chicago, who reported a series of 
five cases, three of which showed positive culture. 
It appears however, that the cases he reviews 
could be classed more correctly as instances of 
osteomyelitis than of osteochondritis. 

Recently there was reported a case where a 
streptococcus was isolated from a tibial tubercle. 
It was typical of Osgood-Schlatter’s disease, with 
no symptoms of osteomyelitis. A biopsy was done, 
and a streptococcus was cultured from it. 

In such which are isolated, we are in- 
clined to believe that more than likely it is due 
to contamination. So many biopsies have been 
sterile, that I believe if the technic had been 
aseptic during the operation, or if a true osteo- 
myelitis had not been present, probably there 
would have been no growth. 

Calvé has advanced the theory (at least he was 
the first one to advance it) that the condition is 
due to static demand which was more than the 
static capacity of the individual. Of course, that 
theory presupposes some underlying basic patho- 
logy, a systemic pathology, which is as yet undis- 
covered, which is the cause for the static capacity 
being low. Other theories as to etiology concern 
themselves with familial or hereditary influences. 
We find several cases reported in the literature 
where brothers, or fathers and sons, are affected 
with the condition of Osgood-Schlatter’s disease. 
However, they are isolated cases, and when com- 
pared to the large number of reported cases, seem 


cases, 
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to us to fall at least within the realm of coinci- 
dence, rather than as being actual factors in the 
etiology of the condition. 

As far as treatment is concerned, I am heartily 
in accord with what Dr. Fenner has said. Many 
operations have been devised. However, in the 
cases we have had, we have never been forced to 
resort to more heroic measures than that of put- 
ting a light plaster bandage about the knee. in 
the position of extension. 

Dr. Guy A. Caldwell (Shreveport): I am very 
much interested in this discussion. It seems these 
cases vary a good deal, depending on what secticn 
of the country they are in. I was particularly 
interested in Dr. Fenner’s discussion. The cases 
that have come to me have not been great in num- 
ber. As Dr. Fenner, I do not see a whole lot of 
them. But I can mentally note at least a half 
dozen that I recall easily. The symptoms have 
been rather severe, as Dr. MclIlhenny has describ- 
ed them. 

In my hands, with the application not only of 
splints but of circular plasters and rests, only one 
case that I can actually recall got perfectly weli. 
The others recurred just as fast as I took the 
plasters off, at the end of six or eight weeks, and 
let them go about. I admit they were boys, most 
of them overweight, and they were ambitious and 
were undertaking all sorts of things, but they did 
recur, and the recurrences were troublesome. 

As far as treatment is concerned, I have come 
to the point where I believe, since it is a rather 
superficial lesion and is easily accessible and you 
do not have to go into the knee joint in order to 
get at it, the easiest and simplest thing is to take 
the thing out. I have done that almost routinely 
in the last four or five cases I have had. Rather 
than put them through a long period of immobili- 
zation and then take it out later, I advise the 
parents, usually, and go right ahead and do it. 

It is rather interesting to me to see where that 
thing is, sometimes. Let us say this is the tibial 
tubercle here, with the ascension of the patella 
tendon coming across it. I was looking here for 
it, and as a matter of fact the patella tendon was 
attached to it, and that is where most of them are. 
There is simply a bit of tissue here. There is 
plenty of attachment left for it, after you shell 
this out from it. Then I compress it down and 
tie it down in place, and they recover very nicely, 
it seems to me, in the minimum time. 

Dr. P. A. McIlhenny (New Orleans): I was in- 
terested in Dr. Caldwell’s statement of finding a 
tubercle pulled loose, up in the patella tendon. 
That would be where operative procedure would 
be necessary, because it would be almost impos- 
sible to replant it by a passive means. But in 
the number of cases I have seen, although not a 
great number, I have found that unless [I im- 
mobilized the knee for a definite period of several 
weeks, there was a recurrence. 
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I had a condition in one of my own children, 
a rather active boy, about five years ago. I 
strapped him up for a number of days, and ap- 
parently the symptoms subsided. The roentgeno- 
gram did not show avulsion of tubercle, but 
showed what we thought was an abnormal eleva- 
tion. I let him out, and in two weeks, running 
and jumping again, he had a recurrence. I kept 
his leg immobilized for six weeks, and continued 
with my palliative treatment of strapping, and he 
made an uninterrupted recovery. 


There are cases that demand immobilization for 
several months, and there are cases which have 
been reported by various observers that have gone 
on into adult life, one case was 41 years of age 
and another 60-odd years. 


THE OCCIPITOPOSTERIOR 
POSITION* 


GEO. A. MAYER, M. D.7 


NEW ORLEANS 


Alert, energetic and wise management of 
the occipitoposterior position shows its results 
in a reduction of the mortality both fetal and 
I would 
like to emphasize and develop three changes 


from the usual viewpoint: first, 


maternal, and fewer days of illness. 


a sense of 
urgency and aggressiveness in the diagnosis; 
secondly, the need for strict treatment to con- 
serve maternal forces; and thirdly, the need 
for strict conservative operative practices. 
The diagnosis of an occipitoposterior (hence- 
forth referred to as O. P.) pre- 
sent much difficulty when one is a good ob- 
server. Abdominal 


does not 
examination before and 
during labor discloses a peculiar “lopsided” ap- 
pearance. 
stout. 


It is distinctly irregular even in the 
Viewing the abdomen from the side 
and above, a gradual slope more or less scap- 
hoid is noted from the symphysis to a point 
well above the umbilicus. By stimulating the 
uterus to contraction this is quite evident. To 
one side of the midline, a shoulder below and 
a hip above can be palpated. The cephalic 
prominence or chin is found on the opposite 


side. A well rounded abdomen with the apex 


at or below the umbilicus in occipitoanterior 


*Read before the Louisiana State Medical 
Society, New Orleans, April 29-May 1, 1935. 
7From the Department of Obstetrics, 

University School of Medicine. 
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position is a marked contrast. Having pointed 
out to the interne this contrast in appearance, 
he or she rarely fails in the diagnosis, at least 
they are active and realize the urgency of cor- 
rect diagnosis. It helps them in the differ- 
ential diagnosis between a breech, O. P., or a 
normal O. A. with the head against the peri- 
neum. 


It has been estimated that 95 per cent of all 
cases are vertex presentations at the beginning 
of labor. In approximately one-third of this 
number the occiput is directed po:teriorly 135 
degrees, the right The 


chanics in the posterior positions present 


predominating. me- 
one 
main difference from that in the anterior posi- 
tion — rotation in the former takes place through 
a 135 degree arc, while the anterior describes 
an arc of only 45 degrees. The normal me- 
chanism is occiput anterior, the 


bregmatic diameter being 


suboccipito- 
the most favorable 
cephalic diameter to engage into the pelvic in- 
let. Any other position is due to failure of 
normal forces, be they abnormal uterine de- 
velopment, postmature babies, pelvic deformi- 
ties or contractures, or a combination. 


Aggressiveness in taking a history, measur- 
ing a pelvis and making an examination, re- 
sorting to roentgen ray when 
needed, will change DeLee’s statement name- 
ly: “That more children are lost from O. P. 
presentations than are lost from the effects of 
a contracted pelvis.” 


examination 


The diagnosis does not complete the re- 
sponsibility of the obstetrician, it is on the con- 
trary a signal to conserve the maternal forces, 
protect her against infection, and to favor the 
spontaneous rotation to an anterior position. 
The usual tendency is to excite these unfortu- 
nates by having them bear down with great 
force before the second stage has been reached. 
This is to be deplored. The present day view 
is to stand by, watchful waiting, ameliorating 
the uterine contractions by slowing their in- 
tensity and duration, and preserving the fluid 
balance and mental outlook of the patient. 
This is done by giving morphine gr. 1/6 with 
scopolamine gr. 1/200, or one of the barbaturic 
preparations in moderate doses just short of 
excitement, 


or a combination. Towards the 
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end of the first stage one may use Gwathmey’s 
oil-ether-quinine rectal analgesia. When acces- 
and oxygen are of great 
drinks 


nitrous oxide 


During the 


sible, 


value. time, containing 


lactose and sucrose are given at frequent in- 
tervals as tolerated. 

The barbiturates are very effective in reliev- 
ing the annoying backaches and groin pains of 
the early first stage. I have best results with 
sodium amytal given orally, in doses of three 
grains every two hours (two and sometimes 
three doses). If there is a slight disproportion 
and molding is essential, morphine gr. 1/6 or 
better pantopon gr. 1/3 is given by hypo. At 
150 in 
with the above is used and near the end of the 


times scopolamine gr. 1 combination 


first stage repeated alone. Morphine or pan- 
topon is not given within three hours of the 
expected birth. One must be extremely flex- 
of the drugs whose action he 


ible in the use 


is familiar with and resort to the best combi- 


nation for the individual case. During the 
second stage, I have had best results where a 
delivery was instrumental by using spinal anes- 
thesia, 150 mg. novocain. However, great dis- 
cretion is used in its use and application to se- 
lect cases. Sacral analgesia has given good re- 
sults when the head was arrested in the pelvis 
as well as for ordinary Scanzoni rotations and 
delivery. 
This 


thorough 


slowed uterine action permits the 


obliteration of the cervix and _ its 


dilatation by the forewaters and vertex. It 
also gives us time in which to assist the uterus 
in turning the body of the baby to a forward 
position. This is accomplished frequently by 
having the patient assume a position on her 
side corresponding to that on which the baby’s 
back was palpated. Just how this helps is not 
quite clear in my mind. The roentgenograms 
show the anterior shoulder together with the 
uterus pushed nearer the midline. Is it not 
possible that the shoulder is better able to pass 
over into the opposite quadrant? Another 
good position to have the patient in is a semi- 
reclining chair tilted 


posture in a_ rocking 


backwards. We thus rightly assure that in- 
ternal rotation is due to a little more than the 


mechanical factors of the pelvis. A number 
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of writers have presented evidence that the 


uterus may be a rotator. 

The type of pelvis that is associated with 
O. P. cannot at present be agreed on, as it is 
a condition that is found in all types of pelves. 
However, the pelvis with a narrow ischial in- 
terspinous diameter (9.5 cm. or less) accord- 
ing to S. Hanson, gives 18 per cert more per- 
sistent O. P. Thoms, on roentgen ray _pelvi- 
metry, believes the transversely contracted _pel- 
vis is responsible, while Caldwell and Mallory 
find the funnel or masculine type pelvis pre- 
senting factors possibly explaining O. P. 
While accepting these observations, how can 
one explain the fact that in many O. P. posi- 
tions in which the head has not entered, or 
cannot enter with the occiput behind, a change 
to the anterior position allows of easy de: cent? 
It is not always a question either of flexion, for 
in the majority flexion is well preserved. A 
summary as to causes points strongest to an in- 
ability of the fetal trunk—the back ard so 
the shoulders—to move 


forward towards the 


symphysis, for so long as the shoulders are 
prevented from rotating, so long must the ro- 
tation of the occiput fail. This is a frequent 
cause of failure in attempts at either manual 
or forceps rotation of the occiput in the pelvis, 
hand or 


forceps, the occiput immediately swings back 


inasmuch as on the removal of the 


to its original position. Finding an_ internal 
contraction ring situated around the child's 
neck, or just in front of the shoulders, the 
lower border of the active uterus, has been the 
experience of Sidney Smith in the Brooklyn 
Hospital series. I have had this reality to 
confront me. Having reached the point where 
operative treatment is indicated, the colpeuryn- 
ter may be used to secure dilatation in a very 
small percentage of when the 


cases 


mem- 
branes have ruptured early. Operative inter- 
vention is rarely necessary however, before the 
advent of the second stage, when a prophylac- 
tic forceps, with or without episiotomy, may 
then be considered optional. 

The time factor is our best ally. Given 
enough time 70 per cent will rotate anteriorly. 
The baby, with its mother’s resources well sup- 


ported and preserved, will have weathered the 
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firt stage with little damage. The second 
stage can be terminated as the dexterity of the 
obstetrician surveys the demands of the indi- 
vidual case. I wish at this time to broach the 
subject of vaginal examinations. It has been 
my policy to make vaginal examinations only 
Rectal 
examinations suffice to record the condition of 


when definite information is desired. 
the cervix. The bladder fills easily during 
these long labors and should be emptied by 
catheter every four hours. In neglected cases 
it is possible to find a bladder holding 800 cc. 
or more, giving the abdomen the appearance of 


-a camel's back with two humps. 


In another group, about 4 per cent of the 
cases, the head remains floating or high in the 
pelvis, even after complete or nearly complete 
dilatation. The procedure of version and ex- 
traction, especially if the membranes are in- 
tact, is the choice in multipara. Spinal or 
ether anesthesia may be used as complete re- 


laxation is desired. 


In the remaining 26 per cent of the cases, 
the head is found molded and arrested at 
various levels within the pelvis. The occiput 
may be sacral or transverse as well as it may 
remain a posterior throughout. The aim ulti- 
mately is to rotate, with a minimum damage to 
the baby and maternal structures, the occiput to 
an anterior position. There are a number of 
methods, in competent hands giving good re- 
sults, the forceps or the hand of the obstetri- 
cian being used to rotate the occiput. It natur- 
ally follows that the best results will be obtained 
by the method te which the operator has best 
trained himself. When one has been trained in 
more than one method then it is possible to in- 
dividualize and so serve the end best. Inter- 
ference at this time is conservative aS it re- 
leases the baby from the vise-like hold of the 
cervix, thereby reducing the incidence of as- 
phyxia. 


Seanzoni in 1865 devised the method of ro- 
tation and traction later modified by Tar- 
nier (sweeping the handles of the forceps 
through a large circle to effect the rotation of 
the head), but many injuries were attributed 
to this operation. Bill, of Cleveland, really 
showed the correct mechanics of the method 


introduced by Scanzoni. It is as follows: ro- 
tation without traction after thoroughly lu- 
bricating the vagina and the babe’s head with 
a neutral soap. After a rotation anteriorly to 
the zero position, in the same plane it occu- 
pied at the beginning of the operation, traction 
is made lightly so as to fix the head in the 
new position. The blades are removed and re- 
applied with the pelvic curve upwards, i. e. 
pointing to the occiput. The delivery is com- 
pleted as is that of any other anterior position. 
This method is popular and has universal use. 
Kielland forceps with their special type of 
blades are an outcome of this method of deliv- 
ery. Seides, with his “two forceps manoeuver” 
and DeLee with his “key-in-lock” operation, are 
well described in all books. Another method, 
popularized by Danforth, is gaining favor. The 
occiput it manually rotated to an anterior posi- 
tion 45 degrees and the forceps applied. The 
technic of this operation is neither difficult 
nor dangerous. The hand is introduced into 
the uterus followed by the forceps; clean cases 
are therefore a requisite. There is a small per- 
centage in which prolapsed cord might occur, 
but even thus one could deliver before asphyxia. 

In all these procedures, it must be remem- 
bered that art and gentleness, sustained by pa- 
tience, are paramount, not force. 


CONCLUSIONS 
1. Diagnosis is essential especially in any 
labor. 


2. Occipitoposterior positions are not to be 


neglected. Nature cannot take its course pro- 
perly, it is in error. 

3. Watchful waiting with supportive meas- 
ures during the first stages is indicated, not 
meddlesome obstetrics. 

4. Rotation where nature fails either man- 
ually or with forceps, during the second stage, 
is conservative. 
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DISCUSSION 

Dr. Hilliard E. Miller (New Orleans): I 
should like to congratulate D-. Mayer on his ex- 
cellent demonstration and on his good paper. 

I personally have always favored extreme con- 
servatism in the management of these cases. A 
great many new recommendations are brought 
forth from time to time, such as disengagement 
of the head with manual rotation, application of 
forceps, disengagement with rotation of shoulders, 
to force the head to engage in the new diameter, 
and so on. But I believe the policy of waiting for 
sufficient molding and supporting the patient 
with small doses of morphine, is probably the best 
routine for handling these cases. 

The Scanzoni manoeuver is, of course, indicated 
occasionally, but not in as many instances as is 
frequently recommended. I have had but one 
occasion to use such a procedure in the past 10 
years. We must not forget the mechanics involved 
in an _ occipitoposterior presentation. In such 
cases, there is always a disturbed flexion which 
means that the head is extended anywhere from 
a mild to a very extreme degree. Under such con- 
ditions, it is readily seen that the long diameters 
of the baby’s head are trying to come through the 
pelvic diameters first. This, of course, is almost 
a mechanical impossibility, until such time as suf- 
ficient molding has occurred to permit ready 
descent of the fetal head. 


In such cases, after sufficient molding has 
occurred, and the head has descended to the level 
of the ischial spines, rotation to an anterior posi- 
tion may frequently be accomplished with ease by 
flexing the head with the fore-finger, and rotating 
the occiput to an anterior position, by inserting the 
middle finger of the right hand against the sag- 
gital suture, and turning the head through an 
are of approximately 90°. Flexion may also be 
encouraged by pressure on the breech. 

With the head rotated to this new position, it 
is best to hold same until patient has assisted by 
voluntary efforts through two or three subse- 
quent pains. Occasionally, two or three minims 
of pituitrin are given when the head has been 
rotated anteriorly, and this helps to fix the 
head in the new position and stimulates a 
healthy type of pain, driving the head almost 
immediately to the perineum. 

I do not advocate nor practice rotation of the 
head with forceps, irrespective of what plane it 
may have reached in the maternal pelvis. Where 
a Seanzoni manoeuver is contemplated, forceps are 
applied with the head in a posterior position. Suf- 
ficient traction is made to bring the head onto 
the perineum; here without any assistance the 
head will be rotated by the same factors which 
would have rotated it anteriorly had the labor 
Heen allowed to proceed normally. After the head 
is rotated to an anterior position, forceps are re- 





moved and reapplied, and the head is delivered. 

In conclusion, I should like to state that the 
most important single factor in the management 
of the occipitoposterior positions is allowing suf- 
ficient time for the pains to mold the fetal 
head before any method is undertaken to deliver 
the baby. 

Dr. Walter E. Levy (New Orleans): When one 
gets up and routinely congratulates an essayist, 
it is begging the question for an opening. I be- 
lieve that Dr. Mayer is to be congratulated, not 
only on his subject matter but on the presenta- 
tion of his picture. I have been playing with 
movies in obstetrics for quite a while, but have 
never accomplished what Dr. Mayer has. I think 
it is most beneficial, and particularly when 
brought to general meetings like this. 

I think the thought expressed by Dr. Mayer in 
favor of watchful waiting for an occipitoposterior 
is the best thing we can do. We find, that about 
eighty to eighty-five per cent of the cases will 
rotate if given time, but it is the persistent occi- 
pitoposterior that will usually give the obstetrician 
trouble. Caldwell, in his recent paper, showed 
that the occipitoposterior was very prone to oc- 
cur in two types of pelves, the anthropoid which 
is an oversized pelvis, and in the funnel type. 

I absolutely subscribe to the remark made by 
Dr. Miller, as regards his interpretation of the 
Scanzoni method. I think to attempt to wrench 
a head around is a pitiful acknowledgment that 
you do not know what you are doing. If you let 
the blades rotate of their own accord, as he sug- 
gested, you will find you are going through the 
mechanism of labor. The application of forceps 
does not supplant the mechanism of labor, but 
aids it. It was stated that if the occipitoposterior 
wants to stay in a posterior position you should 
let it stay that way, and you will kill less babies. 

It was brought out that the forceps are only io 
be applied in the lower arrests. The higher in 
the pelvic plane you attempt to use forceps, the 
less likely you are to have success. 

One thing we go by is the heart sounds; if 
to the right you are usually dealing with a 
right occopitoposterior, as the sagital suture us- 
ually engages in an oblique diameter. 


Dr. Joseph W. Reddoch (New Orleans): In 
1933, I had oceasion to examine the first 160 
cases that were delivered on the out-service of 
The Hutchinson Memorial clinic at Tulane. In 
approximately 160 cases that had been delivered 
up to the time I finished my survey, there were 
about forty per cent occipitoposteriors. That, 
probably, is just a little higher than the statistics 
we usually see. I believe it was Scott who re- 
ported a thousand cases in which the occipito- 
posterior position was noted in only about nine 
or ten per cent of the cases. 


As far as the diagnosis is concerned, I think Dr. 
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Mayer's idea of a flat scaphoid camel’s-back type 
of abdomen is worthy of consideration. We have 
more or less followed the routine that Dr. Levy 
mentioned. When the heart sounds are found on 
the right side we usually consider it as a possible 
occipitoposterior and treat it as such until the 
case has been diagnosed as an occipitoanterior. 

I wanted to mention the cases where the occipito- 
posterior position is found in a low percentage. 
We believe that those cases are not diagnosed un- 
til late in labor. To parallel the series of cases 
from the Hutchinson clinic, I went over about six 
months’ deliveries at Charity Hospital and found 
that the percentage of occipitoposteriors so diag- 
nosed was around fifteen per cent, which would 
mean they were not recognized until arrest had 
practically taken place. 

We have not 
diameters. 


checked our bispinous (ischial) 
As a matter of fact we have not been 
able to find any accurate means of measuring that 
diameter routinely in our out-clinic patients. 

In the 160 cases that I went over, approximately 
eighty-five per cent rotated spontaneously. 
to emphasize that, because these cases were de- 
livered in the home, were watched carefully and 
rather constantly by Senior students, and of that 
group there were only about two, or possibly 
three that required forcep rotation. The 
heads usually came down, and low forceps were 
used on some, and in those of the fifteen per 
cent that had to have some operative delivery, 
the manual rotation generally sufficed. 


I want 


cases 


I want to emphasize Dr. Miller’s point of flex- 
ing the head. That has been considered 
of the causes of unrotated occipitoposteriors. In 
where that diagnosis was made, after 
two hours of severe pains, we made an 
effort to flex the head, even though mclding has 
already taken place. 

Dr. T. A. Deckle (Jonesboro): I should like to 
make just this little comment: The doctors who 
have already spoken are all town doctors, and I 
know there are country practitioners 
whom this may be interesting. 


as one 


our cases 


one or 


here to 
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In making a diagnosis of occipitoposterior posi- 
tions as well as other abnormalities, it is neces- 
sary to see the patients before they are in labor, 
and that is the failing that most of the country 
practitioners have not recognized. They do not 
have them come in for prenatal treatment, and 
they get into a good many bad scrapes from neg- 
lect. This is not always the patient’s fault, be- 
cause it is up to us as country practitioners to 
educate the patients to take prenatal as well as 
postnatal care. 

Dr. George Mayer (New Orleans) 
wish to thank the members for 
paper. I was prompted to 
seeing cases sent in, principally to Charity Hos- 
pital, in whom occipitoposterior positions 
not even suspected of being present. The cases 
had been pushed, had been walked all day, were 
exhausted and toxic, as 


closing: I 
discussing the 
write this paper by 


were 


the bowels had not been 
attended to. The neglected patients thus coming 
in led us to resort to life 
often embriotomy. As Dr. 
country it is hard to see the 
they are in labor. The value of following these 
patients early and working with them is seen, 
and we take the students at the present time and 
show them the value, and the importance, of mak- 
ing abdominal examinations, listening to the heart 
tone, noting the area in which it is heard, and 
suspecting an occipitoposteror position, particu- 
larly when the scaphoid abdomen is seen, until it 
is proved otherwise. In that way we are able to 
reduce the persistent occipitoposteriors to a mini- 
mum of fifteen per cent, while eighty-five per 
cent rotate spontaneously. Assistance is given 
with minimum trauma, after nearly complete or 
complete dilatation, with a lot of 
patience, and the use of the hand. When opera- 
tive procedure is decided on, the hand is usually 
inserted into the cervix to make a_ positive 
diagnosis. While the hand is there, it is easy to 
rotate the occiput and apply the forceps, and that 
is what I wanted to bring before you. 

I want to thank my students and the internes 
for the help they gave me in making this picture. 


measures and 
said, in the 
patients before 


saving 
Deckle 


soap, much 
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GO TO LAKE CHARLES! 

In about three weeks from the time that this 
will be read there will occur at Lake Charles 
the annual meeting of the Louisiana State Medi- 
cal Society. Now is the time, if you have not 
already done so, to tell your patients that you 
are going to be away from the 27th to 29th of 
April and that only death or a hurricane can 
keep you at home at this time when the im- 
portant convocation of the State Society 
take place. 


will 


A splendid scientific program has been ar- 
the Chairmen of the several sec- 
There will be a feast of good, practical, 


ranged by 
tions. 


Editorials 


worth while clinical talks and essays. They 
alone make invaluable the time spent at Lake 
Charles. As a matter of fact the main rea- 
son for attendance at the State Society meet- 
ing should be the occasion of brushing up on 
things medical, surgical or in other types of 
specialties and the opportunities afforded of 
hearing what those who are interested in the 
subject have prepared for their listeners; al- 
ways the spoken word and the personality of 
the man who is speaking leaves a more definite 
impression on the mind of the auditor than 
does the written word to the reader. It is nice 
also to hear what others think about the paper 
and sometimes the chance is given to dispute 
with the essayist in his statements and conclu- 
sions. All this is of value to any medical man. 
Aside from _ scientific aspects of this 
meeting, the program which has been arranged 
by Dr. Howell to entertain the visitors should 
accelerate the impetus to go to this lovely city 
of Lake Charles. Not only will the members 
have a good time but also their guests. A\l- 
together it looks as ifi this meeting will be the 
best the State Society has ever held and the 
physicians of the city are prepared to extend 
a cordial and welcome hand to the visitors to 


the State meeting. 





SURGEON GENERAL CUMMING 
HIS ANNUAL REPORT 


AND 


It is distinctly a loss to the medical profes- 
sion at large to have Surgeon General Cum- 
ming of the United States Public Health Ser- 
vice retire. Always he has been most interest- 
ed in the various problems that confront the 
doctor and always he has been most punctilious 
in preserving the rights of the practicing phy- 
sician. The retirement of Dr. Cumming will 
terminate the career of this most distinguished 
Surgeon General who has had the very remark- 
able record of serving in this position for 16 
years and receiving appointment from four dif- 
ferent Presidents. During his term of office 
the United States Public Health 
undergone very great extension in the charac- 
ter of its work. This is best exemplified by a 
brief summary of his last report to Congress. 

In this report Surgeon General Cumming 
states that health conditions throughout the 


Service has 











Editorials 


remained 


ccuntry 


The death rate for 
fiscal year was approximately that 


which it has been for the last four years. Dur- 


good. 
the last 


ing this time the birth rate has increased. 
There were 94,000 more babies born in the 


United States than in the previous year. Prior 
to this the birth rate had been decreasing for 
several decades. The death rate from typhoid 
fever was 3.3 per 100,000 population as con- 
trasted with a rate of 35.9 in 1900. The death 
rate of diphtheria was also 3.3 compared to a 
death rate of 43.3 in this same year, a magni- 
ficent demonstration of what can be done by 
modern public health science. The tuberculo- 
si: rate for this year was 56.2, the lowest ever 
listed by the Public Health Service. 


It is rather interesting to note that in the 
diseases peculiar to the South pellagra con- 
tinues to decline as it has been since 1928, the 
rate being 3.3. Dengue fever was reported in 
a large number of cases in Georgia, Florida 
and Alabama. A goodly number of cases of 
smallpox were reported from the South also. 
It is interesting to note that there were 254,551 
cases of syphilis and 161,810 cases of gon- 
orrhea reported to the Public Health Service, 
figures which are, of course, of no value what- 
soever as the ratio of syphilis to gonorrhea is 
usually about 1 to 3. It is estimated that of 
syphilis about one half the cases are reported 
and probably not more than one tenth of those 
with gonorrhea. 


In protecting the health of the citizens of the 
United States it is of some moment, as demon- 
strating the value of this service to the citizenry, 
that a very large number of cases of cholera 
were reported in Asia, innumerable deaths from 
plague occurred, smallpox was rife in Asia and 
Africa and typhus fever showed about 100,000 
cases in Eastern Europe, yet these diseases, 
and yellow fever did not occur in a single in- 
stance in the United States. 


The Public Health Service, through the very 
well known National Institute of Health and 
various field laboratories, is conducting an ex- 
tensive campaign by its Division of Scientific 
Research in investigating the causes and ef- 
fects of disease, besides taking up innumerable 
other public health investigations. The activi- 
ties of the service are so numerous as to pre- 
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clude the possibility of mentioning them all in 
this brief summary of the yearly report of the 
service. The Division of Venereal Diseases 
is extremely active while the Division of Men- 
tal Hygiene is doing splendid work. The Ma- 
rine hospitals and the quarantine service, both 
foreign and interstate, are accomplishing much 
to preserve the health of the country. 

It is interesting that the successor of Gen- 
eral Cumming has already been selected. He 
is one of the outstanding men im this country 
in public health work and should make a fit- 


ting successor to his distinguished predecessor. 





AN IMPORTANT MEETING 


The week before the Louisiana State Medi- 
cal Society meeting there will be held in New 
Orleans one of the truly great National meet- 
ings. At this time the National Tuberculosis 
Association will hold their annual convocation. 
Thursday and Friday will be devoted to section 
meetings of which there are four: pathologic, 
clinical, sociologic and administrative. On Sat- 
urday morning there will be held the joint 
symposium devoted 


largely to tuberculosis 


among different people. In addition to the 
scientific program a general meeting will be 
held Wednesday night and on other evenings 
will be arranged round table conferences which 
should develop most interesting discussions in 
regard to the various phases of tuberculosis. 
These informative presentations and discus- 
sions are in some respects more attractive than 
some of the scientific sessions that are formal. 
A very full social program has been arranged 
as_ well benefit of 
those who come as guests or visitors. 


as the scientific for the 
Taking 
it all in all this meeting will be one of the out- 
standing events in medicine this year in Louis- 


jana. 





MUMPS ORCHITIS 


One of the very common diseases to which 
children are heir is mumps and one of the most 
common complications in the male child is 
orchitis. Fortunately most children develop 
mumps before they obtain sexual maturity and 


equally providential is the fact that orchitis is 
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not nearly as likely to develop at this age 
period. On the other hand it is one of the most 
dreaded and feared complications in the male 
who has passed the age of puberty. A recent 
study by Alfred Stengel, Jr.* discussed in much 
detail the various factors that have to do with 
this complication. The orchitis is regarded as 
a metastasis localizing in the testes but there 
is no concensus of opinion as to the explana- 
tion of why this takes place. The infective 
material may be transmitted from the mouth 
to the penis by the fingers or there may be 
glandular affinity and localization. Trauma of 
the testes seems to predispose in a few cases. 

This complication in a very large series of 
patients occurs in 18.2 per cent of cases and 
the majority occur between the age of 18 and 
30. The diagnosis of orchitis of course is 
made without difficulty. Rise in temperature 
after the swelling of the parotid gland has gone 
down, tenderness in the testicle soon followed 
by rapid swelling are the initial expressions, 
then the patient develops the usual other symp- 
toms, the whole affair running a course of 
about 10 days. Interesting to note that the 
condition is usually associated with a leuko- 
cytosis. 

The physician experiences no difficulty in 
realizing what has gone wrong but frequently 
it is extremely difficult to give an accurate 
prognosis. ‘There is a good deal of rather loose 
writing concerning future impotence and ster- 
ility; the former seldom occurs but there are 
untold thousands of women who have had 
curettements and even abdominal operations 
because of failure to have children when, as a 


*Stengle, Alfred, Jr.: Mumps Orchitis. Am. J. 
Med. Sci., 191:340, 1936. 


matter of fact, the husband has been sterile as 
result of mumps orchitis at some time in his 
past. There are not many cases of sterility 
reported in the literature but that sterility is 
a common condition is known by most physi- 
cians. Occasionally in the sterile male, femin- 
ism occurs with the development of eunuchoid 
voice, enlarged breasts and the usual expres- 
sions of this condition. 


The prevention of the orchitis is of course 
extremely important. The first measure, ac- 
cording to Stengle, is the prevention of the 
disease, mumps, but all measures that have been 
tried seem to be of very little value. In the 
prevention of the complication of orchitis, 
boiling of utensils, cleansing of the hands and 
so on which are done to prevent infection from 
reaching the urethra, are useless. Bodily ac- 
tivity seems to play no part but convalescent 
serum may have some slight effect. About the 
best that can be done is to keep the patient ab- 
solutely at rest with elevation of the testicle, 
the use of a suspensory bandage and a cold 
pack; these measures seem to be the limit of 
th treatment. The use of convalescent serum 
should of course be given consideration. It is 
rather thought provoking that the hypodermic 
use of antuitrin S has been suggested as a 
means of alleviating sterility 
mumps. 


produced — by 


A careful perusal of this paper by the younger 
Stengle might well repay the medical man who 
probably does not realize the amount of work 
that has appeared in the literature on this very 
common and always disturbing complication of 
an extremely mild disease whose after-results 
are to he feared, but whose course is decidedly 
benign. 
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OCSAR ALLEN TUMOR CLINIC 
CHARITY HOSPITAL 
New Orleans 
The Scientific meeting of March was called py 
Doctor James T. Nix, director. The essayist was 
Doctor Emmerich von Haam, who presented the 
following paper. 
ADAMANTINOMAS 


Tumors of the mouth may develop from any 
organ or tissue which enters into the composition 


of the oral cavity. Their wide pathologic-anatomi- 
cal variations, as well as their apparently close 
correlation with chronic inflammatory processes, 
have always been points of extreme interest for 
the clinician and the pathologist. The largest 
group of malignant tumors of the mouth is without 
doubt the carcinomas arising from the squamous 
epithelium of the mucous membrane, a group which 
was responsible in 1924 for 3.43 per cent of all 


cancer deaths in the United States, (Stout!). 
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In contrast to this frequency of epithelial tumors 
arising from the oral mucous membrane, tumors 
developing from the dental structures are only 
rarely observed and are not an important factor 
jin the cancer problem. Still, while the number of 
deaths caused by tumors of dental origin is cer- 
tainly negligible, they are of considerable interest 
because of their striking morphological character- 
and their’ mode of development. Such 
growths are listed by Moorehead and Dewey? as 
“tumors of the dental system’ while Walderon> 
discusses them under the broad term “odontomas.” 
Since the fundamental work of Mallassez it has 
become generally recognized that all cystic odonto- 
mas are derived from the so-called paradental 
epithelial debris—small groups of epithelial cells 
which can be found in the embryo along the bor- 
ders of the teeth embedded in the jaw, and which 
may persist in the adult. 


istics 


A most important representative of this group 
is the adamantinoma or the multilocular cystic 
epithelial odontoma. It can be found in the tooth- 
bearing parts of the mandible, less frequently of 
the maxilla and from early childhood 
to late life. In a series of eight such tumors re- 
cently diagnosed by biopsy at Charity Hospital, 
the age incidence was between 21 and 65 years. 
Seven of the patients were negroes. Four were 
men, four women. All of the tumors developed in 
the mandible, their most frequent location. 


can occur 


The clinical features of these tumors can be as 
varying as their histological picture. Usually slow 
growth is rather characteristic and Frantz report- 
ed a tumor which existed for fifty-two years. One 
of our patients eight 
Another 
under four years 
and shows extremely slow progress of the growth. 
of the however, grow 
destroy the surrounding tissue in a 


developed a tumor mass 
years before admission to the Hospital. 
case been 


has observation for 


Some tumors, and 
months. 
In most cases, however, the patient comes under 
observation as the tumor becomes pal- 
pable; this depends largely upon the location of 
the tumor in the bone. Very superficial adaman- 
tinomas, which resemble to a extent the 
epulis type of mouth tumor, will attract attention 
early, while the majority of the tumors develop- 
ing in the center of the mandible reach quite a size 
before being noticeable. 


rapidly 
few 


soon as 


certain 


The destructive type of growth of these tumors 
is characteristic of a true malignant tumor. The 
atrophy of the diseased part of the mandible where 
the tumor develops sometimes leaves only a thin 
parchment-like bony shell around the tumor which 
crepitates on pressure. The tumor then perfor- 
ates the bone and infiltrates the surrounding tis- 
sues or fills the sinuses. The degree of tissue 
invasion especially determines the operability in 
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these cases. Three cases of our 
operable, five were treated by radical 
of the diseased part of the mandible. 


series were in- 
resection 


The structure of the adamantinomas is usually 
multilocular but single cysts and solid tumor for- 
mation may also be observed. The latter are the 
most progressive types and are quite rare in the 
mandible but occur frequently in the maxilla. The 
single cysts vary greatly in size and are formed 
by the stroma of the tumor, the generally accepted 
neoplastic epithelial element lining them with soft 
gray, sometimes hemorrhagic, tissue. The lumina 
of the cysts may contain serous, mucoid, or thick 
sebaceous material. of this 
usual histological ranging from the 
large cystic tumor with scanty islands of neoplas- 
tic tissue to the solid with an occasional 
small cyst are encountered. Secondary infection 
with necrosis is usually observed rather late and 
can be explained by the slow growth of the tumor. 
In advanced cases such severe secondary infection 
accounts for the general stomatitis, edema of the 
glottis and aspiration-pneumonia frequently 


Numerous variations 
appearance 


form 


seen. 


Metastases are seldom observed in 
adamantinoma even if the tumor has become in- 
operable; their occurrence, however, is reported in 
single instances in the literature (Ewing+). Re- 
currence of the tumor after incomplete removal 
or simple curettement of the bone is very frequent- 
ly observed. In two of 


cases of 


our cases the tumor re- 
curred after apparently complete removal, in one 
instance even after extirpation. The 
structure of the recurrent tumor may differ from 
that of the original growth and, as a rule, shows 


a higher degree of malignancy. 


second 


The historical picture, like all the other charac- 
teristics of this tumor, is highly variable 
numerous “typical” and “atypical” forms 


and 
have 
been described in the literature. Ewing recognizes 


three different “main types’’—acanthoma, plexi- 
form epithelioma and glandular adamantinoma. We 
have attempted to 


correlate the rate of growth 


and such clinical features as tissue invasion with 
the histological picture observed on this basis and 
suggest the differentiation of four histological types. 
(Figures 1, 2, 3, 4). The first three types corres- 
pond to those of Ewing’s classification, while the 
last type comprises the most undifferentiated type 
closely resembling carcinoma. The plexiform and 
the glandular types are by far the most commonly 
observed, six of our series being of these types. 
Here the presence of typical high columnar enam- 
eloblasts enclosing groups of reticulated cells pro- 
vides 


the characteristic diagnostic feature, while 


in the fourth or carcinomatous type no specific 
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Fig. 1. 





The four principal histopathological types 











of adamantionoma. (Hematoxilin-Eosin, x 120.‘ 





cell elements can be differentiated, the growth 
being very anaplastic. 


SUMMARY 
The pathologic-anatomical and histological char- 
acteristics of adamantinomas are discussed and 
illustrated by a series of eight cases recently ob- 
served in the Charity. Hospital. Correlation of the 
histological features with the clinical course of 
the tumor is possible with adamantinoma as with 


other types of malignant tumors. 
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J. T. NIX CLINIC 
New Orleans 
At a meeting held in March, 1936, Doctor Philip 
A. Boudreaux read the following paper: 


BURNS IN CHILDREN 


Burns in children offer a grave problem both in 
prevention and treatment. 


Pack! reviewed the statistics of the Metropolitan 
Life Insurance Company and found that forty-five 
per cent of lethal burns occuring in the United 
States were in children under six years of age. 
The average age of the cases was three years. In 
sixty-two yer cent of these the burn resulted from 
leaving a pail of hot water unprotected, or they 
were due to a child’s pulling a kettle of hot liquid 
from a stove, spilling the contents over itself. 

Due to the delicate and soft texture of the skin 
of chidren, a relatively greater amount of trauma 
is given from a lesser intensity of heat than in an 
adult. 


Three cases of first and second degree burns in 
children are reported. These burns were situated 
in areas that presented difficulties in dressings 
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and prevention of contractures and adhesions be- 
cause of apposition of burned surfaces. Treatment 
was begun by careful debridement and opening of 
blisters, followed by application of gentian violet 
in a two per cent solution. 

The patients were then placed under a heat tent, 
care being taken that no dressings or clothing came 
in contact with the burned surfaces. The usual 
measures for relief of pain and maintenance of 
fluid concentration were carried out. The patients 
were as comfortable as possible and _ were free 
from the bother and discomfort of frequent changes 
of dressings. After the steps of the initial reac- 
tions were over, immersions in warm saline solu- 
tion for one hour twice daily were begun. The 
baths were followed by careful cleansing, drying 
and applications of cod liver oil. Under this treat- 
ment the burned areas were kept clean and dry, 
and epithelialization progressed in a satisfactory 
manner. 

Lohr? uses a cod liver oil paste and has treated 
one hundred and twenty-two cases of second and 
third degree burns by this method. He states that 
the treatment was no more effective in preventing 
the early fatalities than any other method, but he 
contends that the late fatalities due to secondary in- 
fections were markedly reduced. He has observed 
epithelialization of an area of a third degree burn 
forty-five centimeters square, and he is of the 
opinion that the effects are due to the vitamin A 
and D content of the cod liver oil. 

Steel’ reports his experience with the use of 
ccd liver oil dressings and says it has been so 
successful that it is now almost his routine to treat 
any burn with cod liver oil. He uses lint soaked in 
crude cod liver oil, changing the applications every 
forty-eight hours, adding oil as necessary. Steel 
also uses this method for indolent ulcers and deep 
abrasions, securing healing where other methods 
have failed. 

The following cases were seen recently, pro- 
gressing well under the above mentioned method 
of treatment. 

Case I. F. F., aged three years. On January 21, 
1936, the child fell into a tub of hot water, inflict- 
ing first and second degree burns to both thighs, 
perineum, scrotum, penis, and buttocks. Cod liver 
oil was applied to the burned areas and dressings 
soaked in cod liver oil were placed between the 
thighs and other burned surfaces that were in ap- 
position. The patient was then placed under a 
heat tent. Reapplication of cod liver oil was made 
as often as was found necessary. Healing was 
complete in less than two months. The largest 
single area to be epithelialized in this case was 
one measuring two and one-half inches in diameter. 

Case II. J. E., aged 19 months. This child was 
burned on February 10, 1936, by the overturning 
of a pail of hot water, sustaining first and second 


degree burns on the chest wall and right axilla. 
Gentian violet, two per cent solution, was useéd 
throughout the treatment of the case. The right 
axilla was badly burned, the entire area being 
practically denuded. To prevent contracture the 
arm was kept in extension by the use of a home 
made brace that was attached to the chest wall 
and acted as a table for the arm to rest on. Heal- 
ing was complete less than six weeks following 
the injury. 

Case III. E. J., aged 3 years. On January 10, 
1936, the patient fell into a grate fire and received 
first and second degree burns about the face, fore- 
head, scalp, right hand and forearm. The applica- 
tion of cod liver oil was started at the beginning 
of treatment and has been continued without in- 
terruption up to this time. At this writing the 
burns of the hand, forearm and face have com- 
pletely healed, with healthy granulations present 
on the scalp and forehead. 

CONCLUSIONS 

1. Use of the heat tent in the treatment of 
burns serves the double’ purpose of maintaining 
normal body temperature as well as keeping the 
burned areas free from moisture, 

2. Cod liver oil, though not a complete treat- 
ment in itself, is a helpful adjunct in the treatment 
of burns. 

3. Cod liver oil is useful in preventing secondary 
infections and stimulating epithelialization. 
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FRENCH HOSPITAL 

A regular meeting of the French Hospital Staff 
was called to order March 13, 1936, with Dr. 
Strange presiding. The minutes of the last meet- 
ing were read by Dr. Baron, in the absence of Dr. 
McCarty. The minutes were adopted as read. 

Dr. Gordon then presented a very interesting 
resume of two cases treated by himself in this 
hospital. In presenting the first case, Dr. Gordon 
told of how the patient had been complaining of 
a pain in the left side of his back, which was of 
four years’ duration, and had been treated for vari- 
ous ailments, all of no avail. As a last resort he 
had taken spinal treatments from a chiropractor. 
The patient was then referred to Dr. Gordon by 
Dr. Ader and a pyelogram was done. The left 
kidney was found to be greatly enlarged and there 
was also a large filling defect and a calculus be- 
tween the pelvis and crest of the ileum. Split P. 
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S. P. was zero on the left side and normal on the 
right. The left kidney was about 3 times the nor- 
mal size. A nephrectomy was performed and the 
patient made an uneventful recovery. Dr. Gordon 
drew the conclusion from this case that too many 
practitioners make too light of lumbar pain, label- 
ing it lumbago or sciatica. Dr. Gordon then 
presented the gross specimen from this case and 
showed the difference between pyogenic infections 
and abscesses of the kidney and those produced by 
tuberculosis of the kidney. This later specimen 
was loaned through the courtesy of Tulane Uni- 
versity by Dr. Harris. 

The next case presented was that of a white 
male, 68 years of age, admitted to this institution 
by his family physician with the chief complaint 
of frequency and burning on urination. Albumin 
and pus were found consistently in the urine. The 
patient was treated with bladder irrigations and 
discharged after a few days. After being home the 
patient had a recurrence of symptoms and was re- 
amitted to the hospital with the same complaints. 
A digital examination of the prostate revealed no 
pathology. The attending physician stated that, 
realizing the case was not within his line, he called 
in Dr. Gordon. A cystoscopic examination revealed 
a large middle lobe of the prostate, of the ball 
valve type, and the orifice of a diverticulum, so 
large that he was unable to examine its interior 
with the cystoscope. A cystogram was then done, 
which revealed a diverticulum larger than the 
bladder on the right side and innumerable small 
diverticuli on the opposite side, the orifices of 
which were so small that they could not be visual 
ized on cystoscopic examination. The mode of 
treatment then became a problem. Dr. Gordon 
was, and is, of the opinion that the diverticuli were 
due directly to the back pressure of the urine, 
resulting from the enlarged prostate, and that the 
removal of the cause would be the logical course 
to follow. A suprapubic cystotomy was then per- 
formed and 19 days later the prostate was re- 
moved by the suprapubic route. No attempt at 
vasectomy was made, because of apparent difficul- 
ties, due to an enormous bilateral inguinal hernia. 
A pilecher bag was left in place and was removed 
three days lated. The suprapubic wound healed 
promptly and completely and the convalescence 
was very uneventful. The patient was allowed to 
zo home after 14 days. 


The discussion was opened by Ader, who was 
of the opinion that the dammed back urine af- 
fected the anatomy of the bladder in such a way 
that the bladder wall fell between the trabecula- 
tions of this organ, producing the diverticuli. He 
also stated that in the past he had practiced urol- 
ogy as a specialty and had never seen a picture 
quite like this one. 


Dr. Gordon stated that, in his opinion, too few 


cystograms are being done today and many such 
cases are overlooked. He stated also that in his 
experience he had never seen quite such a pic. 
ture presented. In answer to Dr. Ader he stated 
that he was of the opinion that the diverticuli 
were true out-pouchings of the bladder wall between 
the trabecule. 

Dr. Zander then stated that he agreed with Dr, 
Gordon that too few cystograms are being done 
today. 

Dr. Baron then told of his relation with the pa- 
tient since childhood and his deep appreciation 
to Dr. Gordon for what had been done in this case. 

In the discussion of deaths, Dr. Messina gave 
the history and physical findings of Mrs. J. S., 
who died of carcinoma of the colon. Dr. Ané 
then presented the roentgen ray findings. 

Dr. Messina also presented the history and phy- 
sical findings on Master L. D., who was admitted 
to the hospital for possible acute appendicitis, and 
after further study and the appearance of convul- 
sions, the diagnosis of acute gastro-enteritis with 
toxemia was made and proved fatal. 

Dr. Howles and Dr. Zander then presented two 
very interesting cases. 

Dr. Strange then thanked Dr. Gordon and the 
committee, in behalf of the staff, for a most in- 
teresting program. 

There being no further business the meeting was 
unanimously adjourned. 

R. H. McCarty, M. D., Sec’y. 
MERCY HOSPITAL 

The regular monthly meeting of the Mercy Hos- 
pital Staff was held on March 4, 1936, with Dr. 
George Hauser presiding. 

Dr. Lloyd Hanckes presented a paper on “Dys- 
menorrhea Relieved by Superior Hypogastric Sym- 
pathectomy.” This presentation described the 
history, anatomy, topographical anatomy, physiolo- 
zy, consideration of dysmenorrhea, technic of 
operation, post-operative results, summary and 
conclusion. A discussion followed by Drs, E. L. 
Zander, E. R. Guidry and Philip Carter. 


A case report on fibroid of the posterior lip of 
the cervix complicating pregnancy was presented 
by Dr. N. J. Tessitore and was discussed by Drs. 
L. J. Hanckes and J. E. Brierre. 


Dr. George Battalora read the mortality records 
of the preceding month. The first case was that 
of a white male, 54 years of age who died the 
same day of admission. The autopsy revealed 
chronic fibrous pancreatitis, with diabetes, acute 
cellulitis of the left leg with moist gangrene, fatty 
degeneration of the liver, acute toxic nephritis and 
splenitis, moderate coronary sclerosis and conges- 
tion of the lung. 





The second case was an infant eight hours old 
who died 12 hours after admission. An autopsy 
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was performed revealing petechial hemorrhages of 
all organs, hemorrhagic fluid in the peritoneal 
cavity, cerebral hemorrhages with hemorrhagic 
fluid. The adrenal glands were found to be mark- 
edly enlarged and hemorrhagic. The pathologic 
diagnosis was hemorrhagic disease of the newborn 
and partial pulmonary atelectasis. 

The last case was an infant six weeks of age 
who died ten days after admission. This was a 
case of hypertrophic pyloric stenosis, which was 
operated on the ninth day of hospitalization and 
expired the following day. The autopsy revealed 
hypertrophic pyloric stenosis, hypertrophy of the 
stomach and hemorrhagic infarcts of lung. 

This concluded the scientific program. 

Lloyd Hanckes, M. D., Sec’y. 
HOTEL DIEU 

The monthly meeting of the Staff of 
Hotel Dieu was held on Monday, February 17, 1936, 
at 8:00 p. m. in the Nurses’ Lecture Room of 
Hotel Dieu. 

The meeting was called to order by the Presi- 
dent, Dr. E. H. Walet, and with the Secretary, Dr. 
J. A. LaNasa, at the desk. 

The scientific program consisted of: 

a. “Continuous Drip Blood Transfusion.” 
Lantern slides by Dr. D. N. Silverman. 

b. “Remarks on Transfusion,” by Dr. L. 
Levy. 


regular 


ec. “Typing of Blood for Transfusion,’ by 


John Couret. Discussed by Drs. Sala- 
tich, Landry, Couret, and Dimitry. 
A recess of one minute was ordered by the 


Chairman after which the 


Session. 


meeting resolved 
The meeting was 


into 
Executive then ad- 


journed. 


THE SHREVEPORT EYE EAR NOSE AND 


THROAT SOCIETY 

The Shreveport Eye Ear Nose and Throat So- 
ciety met in regular session at the Charity Hos- 
pital, the evening of Monday March 2, 1936, at 7:30 
c’clock. The president, Dr. John T. Crebbin pre- 
sided. The following members 
irs. Crebbin, Boaz, Gorton, 
Wilkinson of Shreveport; 
shall, Texas. 

Dr. LaRue presented a young colored woman suf- 
fering from syphilitic iritis. The pupils were 
dilated irregularly and there were several nodules 
on the pupillary margin. Blood for Wassermann 
had been taken, but result had not been reported. 
After clinical examination, 


were present: 
Bean, LaRue, and 
and Dr. Carter of Mar- 


it was the concensus 
of opinion that the iritis was of syphilitic origin. 

There was an informal discusson as to the ad- 
visability of changing our meetings to every other 
month instead of monthly as at present. 


decided to continue the monthly meetings. 


It was 
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This being the regular time for the election of 
officers, the following were nominated and duly 
elected: 

President—Dr. L. W. Gorton 

Vice-President—Dr. Roy Carter 

Secretary-Treasurer—Dr. J. A. Wilkinson 


J. A. Wilkinson, Sec’y. 


NORTH LOUISIANA SANITARIUM 

The meeting of the North Louisiana Sanitarium 
Staff was called to order February 25, 1936, by the 
President, with 20 members and 2 guests present. 
After the disposal of routine business, attention 
was turned to the scientific program. 

Dr. Herold reported a case of pneumonia as a 
complication of influenza. The patient was admit- 
ted on December 13, 1935, with a temperature of 
102.8° F. and in @ state of marked prostration and 
delirium. Blood pressure was 155/74 and the total 
white count was 9,250 with 92 per cent polys. On 
the second day the white count dropped to 8,250 
and the patient was’ given non-specific protein 
therapy, following which the white blood cells rose 
to 11,250 and later to 18,500. The diastolic pres- 
sure fell to 50 and the patient began to have con- 
siderable respiratory 


embarrassment; the fall in 
diastolic pressure and cyanosis was successfully 
combated with oxygen and digitalis. The  non- 


specific protein therapy was 
patient had an uneventful 
hospital on January 21, 
cussed by Dr. Hargrove. 


continued and the 
recovery, 
1936. 


leaving the 
The case was dis- 


Drs. Oxford and Caldwell reported and exhibited 
roentgenograms of a small series of fracture dis- 
lecations of the elbow. Dr. Oxford stated that very 
frequently either the fracture or the dislocation 
was overlooked, usually the dislocation of the head 
of the radius overlooked in the 
ence of a obvious fracture of the 
discussing the 
all fractures in the 
roentgenogram should 
and when a fracture of the is found one 
should look particularly for a_ dislocation of the 
head of the radius, as dislocations of the head of 
the radius nearly always accompany fractures of 
the ulna, especially when there 
of the fragment. The acute fracture dislocation 
should be reduced and held in hyperflexion. In 
closing, Dr. Caldwell presented a patient who had 
had an orthorplasty done for a complete ankylosis 
of the left elbow joint that followed a supperative 
arthritis. Although a very short interval of time 
had elapsed since operation, the patient was able 
to demonstrate a very satisfactory range of mo- 
tion. The case was discussed by Drs. Abramson 
and Rigby. 


was pres- 
ulna. 


advised 


very 
Dr. Caldwell, in 
that in 
bow the 


cases, 
region of the el- 
include the joint, 
ulna 


is displacement 


H. M. Trifon, M. D., Sec’y. 
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TRI-STATE HOSPITAL 

The Tri-State Hospital Staff met February 27, 
1936. Following a dinner and _ the disposal of 
routine business, the scientific program was pre- 
sented with Dr. H. B. Wren presiding. 

Dr. B. J. Cole presented the case of a one year 
old child, who had had _ repeated respiratory in- 
fections throughout his life. A severe cold had de- 
veloped one week previous to hospitalization and 
numerous convulsions had occurred. Because of 
respiratory difficulty, a tracheotomy was neces- 
sary. of the chest suggested a 
foreign body in the left bronchus and a bronchos- 
copy done by Dr. L. W. Gorton revealed an occlu- 
sion of the bronchus with thick mucus. The mucus 
was removed with subsequent clearing up of the 
left lung pathology. Shortly afterwards, lobar 
pneumonia developed in the right lung. The patient 
is now convalescent. Drs. Lucas, Corliss, Rigby, 
entered into the discussion of 


A roentgengram 


Kerlin and Gowen 
this case. : 

Dr. W. S. Kerlin presented a 
male, 36 years of age, who had developed an acute 
respiratory infection followed by pain in the lower 
left chest and the presence of profuse purulent 
sputum. Two weeks later, upon admission to the 


case of a white 
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hospital, signs of consolidation were present in 
this area and asthmatic rales were present through- 
out the lung field. The history revealed three up- 
per respiratory tract operations during recent 
years, the last of which had been done one year 
ago. Bronchial asthma dated from a previous 
sinus infection. A diagnosis of pulmonary abscess 
was made and a skiagram revealed a cavity involv- 
ing almost the entire lower lobe. Postural drain- 
age was instituted, neo-salvarsan administered and 
after 15 days a recheck by roentgen ray examina- 
tion revealed the cavity almost closed. He was dis- 
charged from the hospital and made good progress 
except for the continuation of the asthma. After 
six weeks, lipiodol was instilled and repeated at 
intervals. This procedure afforded relief from 
the asthmatic attacks. The patient is making ex- 
cellent progress, demonstrating what can be ac- 
complished in these cases with conservative mea- 
sures. The case was discussed by Drs. Jones, 
Gowen and others. 


After discussion 
meeting adjourned. 


of the statistical reports, the 


J. E. Knighton, Jr., M. D., 


Acting Secretary. 
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CALENDAR 
April 1 Clinico-Pathological Conference, Touro 
Infirmary, 11:15 A. M. to 12:15 P. M. 
April 1 Board of Governors, 1st and 2nd District 
Dental Society, 8 P. M. 
April 1 Mercy Hospital Staff, 8 P. M. 
April 3 Pathological Conference, Hotel Dieu, 11 


A. M. to 12 Noon. 


Board of Directors, Orleans Parish Medi- 
cal Society. 


April 6 


April 6 Eye, Ear, Nose and Throat Hospital Staff, 
8 P. M. 

April 8 Touro Infirmary Staff, 8 P. M. 

April 10 Pathological Conference, Hotel Dieu, 11 
A. M. to 12 Noon. 

April 10 French Hospital Staff, 8 P. M. 


April 13 ORLEANS PARISH MEDICAL SOCIETY. 
8 P. M. First Quarterly Executive Meeting. 
Charity Hospital Dental Staff, 8 P. M. 
Clinico-Pathological Conference, Touro 
Infirmary, 11:15 A. M. to 12:15 P. M. 
April 15 Charity Hospital Surgical Staff, 8 P. M. 
April 15 ist and 2nd District Dental Society, $§ 
P. MM. 


April 14 
April 15 


April 16 Eye, Ear, Nose and Throat Club, 8 P. M. 

April 17 Pathological Conference, Hotel Dieu, 11 
A. M. to 12 Noon. 

April 17 I. C. R. R. Hospital Staff, 12 Noon. 


April 20 Special Meeting, Orleans Parish Medical 


Society, 8 P. M. 


April 20 Hotel Dieu Staff, 8 P. M. 

April 21 Charity Hospital Medical Staff, 8 P. M. 

April 22 Clinico-Pathological Conference, Touro 
Infirmary, 11:15 A. M. to 12:15 P. M., 

April 24 Pathological Conference, Hotel Dieu, 11 
A. M. to 12 Noon. 

April 27 House of Delegates, Louisiana State 
Medical Society, Lake Charles. 

April 28 Baptist Hospital Staff, 8 P. M. 

April 29 Clinico-Pathological Conference, Touro 


Infirmary, 11:15 A. M. to 12:15 P. M. 





During the month of March besides the regular 
meeting of the Board of Directors, the Society held 
three joint meetings with the following organiza- 
tions: The Southeastern Surgical Congress, March 
9; the New Orleans Gynecological and Obstetrical 
Society March 11; and the Southern Section of the 
American Congress of Physical Therapy, March 23. 
Interesting papers were read by visiting men and 
discussed by the local doctors. 

Two of our members were honored at the meet- 
ing of the Southeastern Surgical Congress, Dr. 
Rudolph Matas and Dr. C. Jeff Miller. Dr. Matas 
was decorated with the medal of a commander of 
the Order of Carlos Finlay and received a diploma 
of Honorary Fellowship in the Academy of Medi- 











Orleans Parish Medical Society 


Dr. C. Jeff Miller assumed the 


cine of Havana. 
duties as President of the Southeastern Surgical 
Congress. 

Applications for Interne Membership of the In- 
terne Corps of Baptist and Mercy Hospitals have 


been received and the Bulletin 
Board in the office of the Society. We hope that 
the other hospitals will follow suit and send in ap- 
plications for their internes. 

The following applications for Active Member- 
ship have been received: Drs. Frank Gambino, Jr., 
Edwin R. Guidry and Henry D. Ogden. 


are posted on 





The Longer Life Week Committee has been mak- 
ing plans for its Annual Longer Life Week which 
will be held the week of May 18. It is planned to 
make Appendicitis the subject this year in an ef- 
fort to reduce the mortality of this disease. The 
members are urged to cooperate as much as pos- 
sible in order to make this campaign a success. 
Won’t you volunteer to give a talk before a lunch- 
eon club, school or WE NEED 
YOUR HELP. 


over the radio? 





The Maternal Welfare Committee has been very 
active during the past month. There are several 
matters of importance being discussed by this com- 
mittee. 





The Safety Committee met during March to dis- 
cuss plans for “Safety Week”. 





TREASURER’S REPORT 
ACTUAL BOOK BALANCE: 1/31/36 
February credits: 


$1,325.23 


$1,909.97 


$3,235.20 
$1,179.97 


$2,055.25 


February expenditures: 





ACTUAL BOOK BALANCE: 





LIBRARIAN’S REPORT 

During February, 759 books and journals were 
circulated to doctors or about 1% to each member 
of the Society. In addition, 1259 volumes were 
loaned to students, making a total of 2,018. These 
figures do not include the great use of books and 
journals within the Reading Rooms. 

Fifty-five 
Library. 


volumes have been added to the 
Of these 27 were received by binding, 2 
from the New Orleans Medical and Surgical Jour- 
nal, 25 by gift and one by purchase. New titles of 


recent date are listed below. 

On request of physicians members of the staff 
have collected material on the following subjects 
during February: 

Polycystic kidney. 

Louis Pasteur. 

Malaria mortality and morbidity, 
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Effect of chlorine gas poisoning (inhalation). 
Sewage disposal in public health. 

Nasal ionization. 

Dilaudid. 

Therapeutic ionization in asthma. 

Modern treatment of pneumonia. 

Medical defense. 

Health of school teachers. 

Diaphragmatic hernia. 

Treatment of burns. 

Heat exhaustion. 

Transmission of syphilis by blood transfusion. 
Oxidation reduction of indigo. 

Otto Folin. 

Marijuana. 

Vaccination against typhoid. 





NEW BOOKS—FEBRUARY 
Peters, John—Body Water. 1935. 
American Laryngological, Rhinological and Oto- 
logical Society—Transactions. 1935. 


American Therapeutic Society—Transactions. 
1933-34. 
Rockefeller Foundation—International Health 


Division—Report. 1934. 

Jelliffe, S. J—Diseases of the Nervous System. 
1935. 

Washington Institute of Medicine—Survey. 1935. 

Bulloch, W.—Preparation of Catgut for Surgical 
Use. 1929. 

Russell, D. S.—Classification of Bright’s Disease. 
1929. 

Dudley, S. F.—dActive 
Diphtheria. 1934. 

Jordan, L.—Eradication of Bovine Tuberculosis. 
1933. 

Mellanby, May—Diet and the Teeth. 1934. 

Gilbert C. Anderson, M. D., Secretaray. 


Immunization against 


IN MEMORIAM 
THE REPORT OF THE COMMITTEE ON 
NECROLOGY 

Not only has the Orleans Parish Medical Society 
set aside this evening for the Chaille Memorial 
Oration, but it is also the special occasion when we 
pay our humble tribute to those members who, in 
the course of the year, responded to the call into 
the Great Beyond, from which there is no return 
except in memory. In the great loss of nine mem- 
bers, we are sad. In the knowledge of their great 
service to suffering humanity, we rejoice. 

By estimating the total number of years of serv- 
ice rendered by these physicians, we get some idea 
of the tremendous privilege that was ttieirs of 
contributing to the health and welfare of this com- 
munity. When we reflect that their combined serv- 
ices of unselfish devotion to the sick and the 
suffering, both physically and mentally, totals more 
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than 400 years, we realize that no such aggregate 
of work can be lost to the world. The influence 
of such service increases as those who follow them 
emulate, follow in their footsteps, and benefit by 
the heritage that they have left. Theirs is the 
immortality of influence. They live on in the 
measure to which they contributed to human bet- 
terment. They live on in the greater service made 
possible because of their contributions to medical 
science. 

careers of the nine 

New 
died in the year 1935, all of whom were identified 
with the Orleans Parish Medical Society, the 
Louisiana State Medieal Society, and the Ameri- 
Medical Association, 

They are: Dr. Charles A. Borey, Dr. 
Derbofen, Dr. C. A. M. Dorrestein, Dr. 
Joseph Durel, Dr. Felix 
Lewis, Dr. George A. MacDiarmid, Dr. 
Rabouin, Dr. John Smyth. 


Let us briefly review the 


members of our profession in Orleans who 


can 
John C. 
Wallace 
Earnest S. 

Louis L. 


Larue, Dr. 


Dr. Charles Alexis Borey is best known for his 
pioneer service in pediatrics. For years he was 
connected with the Milliken Memorial of Charity 
Hospital, serving as head of the staff, and was a 
consultant at the time of his death. Born in New 
Orleans, in 1872, he received his medical degree 
from Tulane University of Louisiana in 1895. Years 
of general practice preceded his specialization 
In addition to his interest in the patients of the 
Charity Hospital, it is well known that his office 
practice also included an unusually large number 
of the city’s poor. 


1935, 


Dr. Borey died on February 27, 
aged 63 years. 


Dr. John C. Derbofen was a general practitioner, 
but had not been in practice for the past fifteen 
years. The Tulane University of Louisiana also 
conferred upon him his medical degree, in 1899. 
He was interested in real estate and was for many 
years a director of the Acme Homestead Associa- 
tion. One of his special enjoyments was his coun- 
try home near Covington. His death occurred on 
January 11, 1935, at the age of 63 years. 


Dr. Cornelius A. M. Dorrestein was well-known 
as a gynecologist and surgeon. He was especially 
well-beloved in the Carrollton section of New Or- 
leans, where most of his patients lived. He was 
on the staff of the Touro Infirmary, was a mem- 
ber of many civic and business organizations, and 
was on the Board of Directors of the Whitney 
National Bank. Born in Holland, in 1874, Dr. Dor- 
restein came to New Orleans at the age of nine- 
teen and secured his medical education at the 
Tulane University of Louisiana, receiving his 
diploma in 1897. He died on April 26, 1935, aged 
61 years. 
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Dr. Joseph E. Wallace Durel was a well-known 
student of tuberculosis. He was an outstanding 
pioneer in the treatment of that disease and was 
one of the early advocates of pneumothorax as a 
therapeutic measure. For thirty-seven years he 
was connected with Charity Hospital, having 
charge, for a large part of that time, of the build- 
ings devoted to tuberculosis, the Breaux and the 
Dibert Memorial. He was a native Orleanian, a 
member of one of the old French families. His 
medical degree was from the Tulane University of 
Louisiana, awarded in 1897. Dr. Durel was on the 
faculty of the Graduate School of Medicine from 
1910, and at the time of his death was serving as 
Professor of Clinical Medicine. He died on April 
8 1935, aged 60 years. His death removed from 
the medical field, the hospitals for tuberculosis, 
and the community, a man who, building on his 
own affliction, had become an authority on tuber- 
culosis, having owned and _ operated a private 
sanitarium in Covington for tuberculosis patients, 
for almost thirty years. 


Dr. Felix A. Larue, physician and surgeon, was 
prominent in the medical, the social, and the civic 
life of New Orleans. Member of a pioneer and 
widely known Louisiana French family, he had the 
advantages of education in several sections of our 
own country, in England, and in Paris. At the 
time of his death, on October €, 1935, he was Pro- 
fessor of Operative and Clinical Surgery, Emeritus, 
in the Graduate School of Medicine of the Tulane 
University of Louisiana, from which University he 
had received the degree of Doctor of Medicine, 
in 1889. Dr, Larue had been decorated by the 
French Government for his outstanding work in 
administering to the French citizens and sailors 
of New Orleans, having also served, for many 
years, as physician for the French Consulate in 
this city. Fond of music and art, he spent many 
hours in the old French Opera House, of historic 
memory, and was keen on keeping alive old French 
customs and ideals. All who knew him were proud 
of his friendship, because of his outstanding loyal- 
ty and his unfailing courtesy. Dr. Larue was 70 
years of age at the time of his death. 


Dr. George Alexander MacDiarmid, retired phy- 
sician and a capitalist, died on June 29, 1935, at 
the age of 71 years. Dr. MacDiarmid was a native 
of Ontario, Canada, and received his academic 
education at Pickering College, Ontario, and at 
McGill University. He graduated in medicine at 
Victoria Medical College of Toronto University, in 
1886. His post-graduate study and early practice 
took him to New York, to various. places in 
Michigan and to Chicago. He came to New Or- 
leans in 1899. In addition to his interest in his 
profession, he took active interest in the sports, 
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joined several New Orleans Carnival organizations 
and clubs, and was a member of the New Orleans 
Chamber of Commerce. 


Dr. Lowis L. Rabouin was engaged in the gene- 
ral practice of medicine in New Orleans for 43 
years, in more recent years devoting most of his 
time to physiotherapy. He received his medical 
degree from the Tulane University of Louisiana 
in 1892. Besides his medical activities, he was 
particularly interested in many civic and social 
organizations and in traveling. He died February 
25, 1935, aged 69 years. 


Dr. John Smyth, prominent physician and sur- 
was a native of Tensas Parish, Louisiana, 
and a man of outstanding accomplishment in many 
fields. He organized the library at Hotel Dieu, 
in recognition of which a tablet in his honor was 
unveiled at the institution in 1929. Dr. Smyth 
was awarded the “surgeon’s military cross” as a 
result of his service in Base Hospital 24 in the 
World War. He was also cited for the Legion of 
Honor. He was for years Professor of Clinical 
Surgery in the School of Medicine of the Tulane 
University of Louisiana, having received his medi- 
cal degree from that Institution in 1900. 
a Fellow of the American College of Surgeons and 
of the American Association for Thoracic Sur- 
gery and a member of the Edinburgh, Scotland, 
Research Society. His interests included mem- 
bership in social, civic, and Masonic organizations 
in New Orleans. He died February 25, 1935, aged 
66 years. All who knew him know of his sterling 
worth, his interest in humanity and in his parti- 
cular field. They learned to love him well. They 
will mourn his loss. 


geon, 


He was 


I have left until last Dr. Ernest Sydney Lewis. 
We may be sure that his colleagues, whose careers 
we have just reviewed, would join in according 
him major emphasis. Dr. Lewis enjoyed almost 
a century of active life in his native city. To 
quote from a press account telling of his death— 
and of his life: 


“With his death a great man passed 
from the scene, a man who had lived the 
many years of his life in the service of 
suffering humanity. His greatest gift was 
the gift of life to mothers and to their 
children. 

“A pioneer in gynecological surgery in 
the Solth and in the nation, he evolved 
methods that saved thousands of lives. 
He taught these methods to hundreds of 
earnest young medical students. Many of 
these, today, are aged and distinguished 
surgeons. Many have gone before him.” 
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Dr. Lewis was almost ninety-five years old when 
Death claimed him, on August 12, 1935. His pa- 
rents were not so fortunate as he in length of 
years, for he was left an orphan at the age of 
twelve, in 1852. His uncle, his father’s twin 
brother, was a loving and a wise guardian, how- 
and the boy’s well-directed education en- 
abled him to graduate as a physician from the 
Tulane University of Louisiana, in 1852. ‘His 
career as Assistant Surgeon and as Acting House 
Surgeon at the Charity Hospital was interrupted 
by medical service in the Confederate Army. Re- 
turn to New Orleans, at the end of the War, 
brought immediate connection with Dr. Stanford 
E. Chaille in the dissecting room of the medical 


ever, 


college and appointment, in 1866, as Chief of 
Clinic, 

From 1866 until his retirement from active 
teaching, in 1912, Dr. Lewis held various pro- 


fessorships, having been elevated to the Chair of 
Obstetrics and Gynecology in 1876. Such a rec- 
ord as his has been seldom equaled in the annals 
of medical education: practically a half-century; 
thirty-six years of active leadership in obstetrics 
and gynecology. Dr. performed his last 
operating at the age of eighty-seven. Dr. Lewis 
was almost continuously on the staff of 
Hospital from 1862 until his retirement, serving 
under four governors as Chairman of the Board. 
To him belongs the credit for the establishment 
at the Hospital of the Training School for Nurses. 

The highest honors conferred by the profession 
came to Dr. Lewis. He was an 
of the American College of Surgeons. In 1922 his 
Alma Mater conferred upon him the highest honor 
at its disposaal, that of the degree of LL.D. in 
Medicine. Through the years he held many offi- 
ces in professional organizations. Twice, on May 
23, 1912, when, at the meeting of the Faculty of 
the School of Medicine, he retired from 
teaching, and again, on April 24, 1922, when the 
Orleans Parish Medical celebrated a 
“Lewis Jubilee Night” and presented a loving cup 
to the great surgeon who was the revered teacher 
of most of its members, his colleagues publicly 
extolled his work with him there to hear. Said 
Dr. Matas, great pupil of a great teacher, to him 
on the second occasion: 


Lewis 


Charity 


honorary fellow 


active 


Society 


“And you must agree, in spite of all 
your protestations, that a flower here and 
there during life is far more fragrant to 
our nostrils than great pyramids of roses 
to a dead man in his coffin.” 


The Lewis Jubilee Night, it will be remembered, 
was one of the most auspicious occasions in the 
annals of our Society, bringing together, as I be- 
lieve it did, probably the largest attendance in 
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its history, of members of the medical profession 
in New Orleans, all coming to do honor to Dr. 
Lewis and to show their deep affection and greai 
admiration of him. We were glad that we could 
give him these flowers while he lived; and the 
Orleans Parish Medical Society will always have 
“great pyramids of 
Dr. Lewis. 


roses” for the memory of 
It is fitting to quote also Dr. Matas’ 
tribute at Dr. Lewis’ funeral: “One of the greatest 
pillars of the temple has fallen,” and to quote 
from the late Dr. Frederick W. Parham, on the 
occasion of the “Lewis Night” when he said: “His 
work in gynecology was entirely built up out of 
his own head, with the assistance he got from 
reading the literature of the subject, yet it was 
well known that his work was equal to that of any 
done in the country. Most of the men prominent 
in gynecology today owe largely 
in this line of work to Dr. Lewis.” Then, quoting 
from the late Dr. E, Denegre Martin, on _ the 
same occasion, as he presented the Loving Cup: 
“Dr. Lewis was the one teacher from 
learned the most practical lessons. 
were always 


their efficiency 


whom we 
His lectures 
replete with facts and personal ex- 
periences interestingly told. You will 
monument to proclaim your fame, no statue to 
grace a hall, for your kindly words and noble deeds 
will e’er remain engraved on the hearts of all.” 


need no 


As a friend of his has aptly said: “Dr. Lewis 
bore the burden and carried the grief of a com- 
munity for many years; he shared the joy, too, 
for he was friend and neighbor to all his people.” 
So great was his charity that, being always oc- 
cupied at the bedside of those who needed his 
ministrations, he had little time for social visit- 
ing or even for family life, although he 
deep in his heart his love of home. 
sion, at a dinner party which both 
and the Doctor were attending, someone called 
attention to the fact that by some ‘miscalcula- 
tion a lady was placed by her husband’. Mrs. 
Lewis remarked: “I'd like that. I see Ernest so 


carried 
On one occa- 


Mrs. Lewis 
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would 
him.” 


rarely it 
talk with 


be a pleasure to have a good 

In reminiscing thus of the past, I could go on 
for hours telking of incidences in the life of this 
great man, to come down at last to his outstand- 
ing qualities—his gentleness and courtesy, which 
predominated at all times, his kindliness and 
charity, his keen mental vision and youthfulness 
of spirit, and his devotion to his chosen field 
which, throughout the long years of his life, had 
never grown less. As we know, his last major 
operation was performed at the age of 87, a fact 
which should always be incorporated in the final 
analysis of his career. 

In closing this report, it is worthwhile to call 
attention to the fact that no one of these nine 
docors died at an age less than 60 years. Four 
of them were between 65 and 72 and, as we have 
said, Dr. Lewis had almost reached the remark- 
able age of 95. Bight graduated from Tulane 
University’s School of Medicine. The majority 
were at some time or other on the visiting staff 
of the Charity Hospital and several served their 
internships there; three taught in the School of 
Medicine; two were on the faculty of the Gradu- 
ate School of Medicine and one, in each School, 
had the distinction of being Professor Emertitus. 
All were well-known for private charities, the 
total value of which can hardly be conceived. 
Seven were born in Louisiana, six of them in 
New Orleans. 

We revere the memory of these men, gone but 
not forgotten. 

Elizabeth Bass, M. D., 
Chairman. 

Dr. Fuchs: Let us stand for a moment with 
bowed heads in deference to their memory. 

Dr. Bass: Mr. President, I move that this re- 
port be accepted and spread upon the minutes of 
the Society and that a copy be sent to the families 
of the deceased. 
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THE LOUISIANA STATE MEDICAL SOCIETY 


MEETING 
LAKE CHARLES 
MONDAY, APRIL 27. 
TUESDAY, APRIL 28. 


WEDNESDAY, APRIL 29. 


Plans are under way to make the 1936 Annual 


Meeting of the Louisiana State Medical Society 
the best and largest in its history. 

Lake Charles, Louisiana, is turning itself upside 
down and in and out, and raking up all the known 
keys of the city to give to the delegates and visi- 
tors. More than 800 are expected to be in Lake 
Charles for the three days of the convention. 

The committee in charge at Lake Charles prom- 
ises all the resources of the city and the sur- 
rounding country to be at the disposal of the 
doctors of the state. They say that truly “a good 
time will be had by all’. All this is, of course, in 
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addition to the work to be done, and the wealth 
of information and experience to be 
attending this meeting. 


gained by 
Following is a program for the meeting, to- 
gether with the committees in charge. 





COMMITTEES 
yeneral Chairman: Dr. R. P. Howell 
Commercial Exhibits Chairman: Dr. Olin Moss. 
Entertainment Chairman: Dr. T. H. Walkins. 


Finance Chairman: Dr. L. A. Hebert. 

Golf Chairman: Dr G. C. McKinney. 

Hotels Chairman: Dr. J. A, Crawford. 

Lanterns and Sound Amplifiers Chairman: Dr. 
L. Z. Kushner. 

Publicity Chairman: 

Registration 


Dr. W. P. Bordelon. 
and Badges Chairman: Dr. C. V. 


Hatchette. 
Signs and Decorations Chairman: Dr. H. B. 
White. 
Transportation Chairman: Dr. D. C. Iles. 
Convention Clinics Chairman: Dr. Ben Gold- 
smith. 
Meeting Places Chairman: Dr. R. G. Holcombe. 
Scientific Exhibits Chairman: Dr. J. G. Martin 


TENTATIVE PROGRAM 
MONDAY, APRIL 27 
:30 a. m. House of Delegates—Charleston Hotel. 
7:30 p. m. Public Meeting—Central Audi- 
torium, 


School 


1. Opening Exercises. 
2. Section on Public Health and Sanitation. 
TUESDAY, APRIL 28 
9:00 a. m. Medicine and Allied Branches—Charles: 
ton Hotel. 
2:00 p. m. Surgery and Allied Branches—Chamber 
of Commerce. 
:00 p. m. Public 
torium. 


- 





Meeting—Central School Audi- 
1. President's 
Monroe. 
Annual Orator—Hon. St. 
New Orleans. 

3. Presentation of Medal to Retiring Presi- 
dent—Dr, Leon J. Menville, New Or- 
leans. 

4. Inauguration of President-Elect—Dr. H. 
W. Kostmayer, New Orleans. 


Address—Dr. C. P. Gray, 


to 


Clair Adams, 


WEDNESDAY, APRIL 29 
9:00 Medicine and Allied 
Hotel. 

2:00 a. m. Surgery and Allied Branches—Chamber 

of Commerce House of Delegates—City Hall. 

8:00 p. m, General Eentertainment—Country Club. 

More specific information concerning lunch- 

eons and social functions will appear in of- 
ficial program. 


Branches—Charleston 
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We are especially fortunate in being able to 
state that Dr. A. T. McCormack, Kentucky State 
Health Officer and Secretary of the Kentucky 


State Medical Association, will deliver an address 
on Monday night on the Section of Public Health 
and Sanitation. His subject at this time will be 
“The Health Unit and Its Problems”. Dr. Mc- 
Cormack has years of experience in Public Health 
work and his forcible manner of presentation and 
pleasant personality are sufficient evidence to 
insure a most interesting presentation. 

Dr. L. J. McGehee, Professor and Head of the 
Surgical Department of the University of Ten- 
nessee School of Medicine, will appear on the 
scientific program either Tuesday or Wednesday. 
The title of his paper will be “Intestinal Obstruc- 
tion”. Here again we are assured of an unusual 
opportunity 
teacher on 
concern to 
medicine. 


Also to appear on our program will be Dr. 
George B. Eusterman, Rochester, Minn. To those 
doctors interested in gastro-enterology, Dr. Euster- 
man needs no introduction as his fame and re- 
nown run parallel with medical topics in relation 
to this subject. 


to hear a distinguished surgeon 
a subject which should be of 
everyone interested in 


and 
great 
this phase of 


Another distinguished guest, this time from our 
sister State Mississippi, will be Dr. Frank Haga- 
man of Jackson who will speak on the interesting 
subject of “Jaundice.” 


Added to this wonderful regalia of out-of-state 
talent, our own illustrious Dr. Matas will present 
“Francois Marie Prevost and the History of the 
Cesarean Section in 
Section. 


Louisiana”, on the Surgical 

Don't overlook the Tuesday night program. At 
this time our special features are the President’s 
address and the Annual Orator. It wil! be a 
great honor and privilege to hear the Honorable 
St. Clair Adams. Not only is he a forcible speak- 
er but for a number of years he has been one of 
the leading attorneys of our State and Nation and 
for several years has been very close to the medi- 
cal profession on account of being Counsel for 
Medical Defense in our State Society. 

These are some of-the highlights and unusual 
essayists who will be with us during the Annual 
Meeting. Others may be announced by the Chair- 
men of the various Sections who have not yet com- 
pleted their programs. 

By all means you should not forget the 
derful program arranged for Wednesday night. 
On this occasion a unique barbecue, at the Coun- 
try Club, with other forms of enticing food and 
drinks will be served, after which will follow 
music and dancing. A good time for all is in- 
sured so bring your wives, daughters and sweet- 
hearts along to help you enjoy it. 


won- 
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You can thus see from the above that the doc- 
tors of the Calcasieu Parish Medical Society and 
the Committee on Scientific Work in cooperation 
with the officers of the State Society are doing 
everything possible to furnish appropriate scien- 
tific attractions and also to see that you have 
suitable diversion in the of interesting en- 
tertainment. 


form 


From all indications we are going to have one 
of the largest out-of-New Orleans meetings in the 
history of the State Society. Those who desire 
to attend should get in touch, at once, with Dr. 
J. A, Crawford, Lake Charles, who is Chairman of 
the Committee on Hotels, to make reservations. 
Ample accommodations for all who attend will be 
arranged for by this Committee. 

There is an unusual combination in the make-up 
in the plans for the approaching meeting—a won- 
derful scientific program, lots of entertainment 
provided for by a most hospitable group of doc- 
tors in the thriving and progressive city of Lake 
Charles. Look for your program two weeks be- 
fore the date of the meeting. 


THE 
President of 
was born in 


PRESIDENT 

the Louisiana State Medical 
Mississippi but has been a 
resident of Louisiana since early boyhood. After 
attending private and public schools, he graduated 
from the University of Tennessee with a doctor of 
medicine degree in 1904. 
in Franklin 


The 


Society 


He served an internship 
Hospital, Baltimore. 
West Monroe 
Monroe where 
the practice of medicine 
present time. In preparing for his 
specialty as a surgeon, Dr. Gray took post-gradu- 
ate work at Johns Hopkins and New York Post- 
Graduate School and served a surgical internship 
under Dr, John B. Murphy, Mercy Hospital, Chi- 
He has kept 
tending at frequent 
the East, at 
Cleveland. 


Square 
1 


Dr. Gray began practice in 
later moved to 


carried on 


and 


two years he has 
successfully 


up until the 


cago. abreast of the times by at- 
intervals, various clinics in 


Mayo Brothers and Crile’s Clinic in 


Dr. Gray early became a member of organized 
medicine. He was first a member of the Ouachi- 
ta Parish Medical Society in this or- 
ganization members. He 
has constantly interest in organized 
Several times he was President of his 
Parish Society and served as Secretary and Dele- 
gate to the State Society for many years. During 
the period 1916-1918 he Councilor for the 
Fifth District and has served several terms since 
that time. He has variously been first, second 
and third Vice-President of the State Society. It 
is interesting to note that he has served in every 
capacity of the Parish and State Societies except 
Secretary, Chairman of the House of Delegates 


1905 when 
consisted of only six 
kept up his 


medicine. 


was 
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Dr. C. P. GRAY 
and Delegate to the 
tion from the State Society. 

In addition to his duties and responsibilities in 


American Medical Associa- 


organized medicine Dr. Gray served for twenty 
years as coroner of Ouachta Parish, five terms, 
which is a remarkable record. 

During the World War he served as medical 
examiner for the Local Draft Board and just be- 
fore the war ended he was commissioned to the 
regular army prepared to go in 
service. 

He is on the surgical staff of St. Francis Sani- 
tarium, Monroe, and is instructor of surgery to 
the senior nurses of this institution. 

Dr. Gray is fortunate in having a son, actively 
interested in organized medicine, who possesses 
many of the splendid attributes of his father. 


active foreign 


THE ANNUAL ORATOR 
Mr. St. Clair Adams was born in New Orleans 
in October, 1878. He is a graduate of the Law 
School of Tulane University and has practiced 
law in New Orleans for thirty-six years, now un- 
der the firm name of St. Clair Adams and Son. 
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ST. CLAIR ADAMS 


At one time he was District Attorney of the 
City of New Orleans. Subsequently he 
first President of the New Orleans Bar 
tion. 


was the 
Associa- 


In 1926 he was appointed by the Governor as 
Chairman of the Committee to draft a Code of 
Criminal Procedure for the State of Louisiana. 
The draft of the Code was adopted by the Legis- 
lature in 1928. 





THIRD DISTRICT MEDICAL SOCIETY 

On March 5, the Third District Medical Society 
held its quarterly meeting in Lafayette, Louisiana, 
the following program being presented. 

Renal Calculi with Special Reference to Recur- 
rence, by Dr. Edgar Burns, New Orleans. 

The Serum Treatment of Disease, by Dr. C. L. 
Eshleman, New Orleans. 

The following officers for 1936 were elected at 
this time. 

Dr. R. D. Voorhies, Lafayette—President. 

Dr. A. A. Comeaux, Abbeville—Vice-President. 

Dr. L. B. Long, Lafayette—Secretary-Treasurer. 
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Dr. Leo Saporito, Kaplan—Delegate. 
Dr. W. A. Poche, Kaplan—Alternate. 
The next meeting of the Society will be held in 
New Iberia in June. 
L. B. Long, M. D., 
Secretary-Treasurer. 





THE FOURTH DISTRICT MEDICAL SOCIETY 

The Fourth District Medical Society meeting 
was called to order March 3, with seventy register- 
ed, Dr. McDade presiding. The minutes of the 
previous meeting were read and adopted. 

A suggested outline by letter of work for the 
Committee on Maternal Welfare from the State 
Chairman, Dr. E. L. King, was presented to the 
society. The need of this work in Louisiana was 
stressed by Dr. Raymond Mays, local member of 
the committee. The society adopted the outline 
suggested by the State Committee and recom- 
mended that Dr. McDade appoint a member from 
each parish to with the 
mittee. 


cooperate State Com- 

A letter from Dr. Talbot, suggesting that each 
parish society appoint a committee to cooperate 
with the State Committee on Cancer was read, 
and upon recommendation of the society, Dr. Mec- 
Dade will make the appointment for each parish. 

Dr. C. P. Gray gave a short talk stressing the 
importance of every physician being a member of 
the state society and supporting the state medi- 
cal journal. 

Dr. Talbot, our State Secretary, stressed the 
importance of increasing the memberrship of the 
society. 

Dr. Sanderson made a short talk of welcome on 
behalf of the Charity Hospital. 

SCIENTIEIC PROGRAM 

Dr. Guy Caldwell introduced Dr, J. R. Brown, 
of St. Louis, who gave a very instructive talk and 
demonstration by lantern slides of the _ indica- 
tions, technic and results of the thick skin grafts 
as used in the Blair Clinic, St. Louis. 

The discussion was 


opened by Dr. Brown, of 


Shreveport. 


T. M. Oxford, M. 
CLAIBORNE PARISH MEDICAL SOCIETY 
QUARTERLY MEETING 
The Quarterly Meeting of the Claiborne Parish 
Medical Society was held at the City Hall in 
Haynesville, La., Tuesday night, March 10, 1936. 
In the absence of Dr. F. Palmer, the president, 
the meeting was called to order by Dr. J. E. 
Batchelor, Vice-President. Minutes of the last 
meeting were read and approved. Dr. M. D. Har- 
grove, Counselor for the Fourth Medical District, 
made his official visit. 


D., Sec’y. 


Dr. George Wolff of Shreveport read a paper on 
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“Convulsions in Children.” This paper was then 
discussed by Dr. George Wolff and Dr. M. J. Ri- 
venbark. 

Dr. W. H. Browning read a paper on Allergic 
Manifestations. This paper was discussed by Drs. 
Cc. O. Wolff, M. J. Rivenbark and J. A. Wilkinson. 

A letter was read from general manager F. A 
Richards of the Tri-State Medical Journal asking 
that the Tri-State Medical Journal be made the 
official organ of the Claiborne Parish Medical 
Society. On a motion made by Dr. C. O. Wolff 
and seconded by Dr. M. J. Rivenbark that this 
journal be made the official organ was duly car- 
ried. 

The visiting Drs. M. D. Hargrove, George Wolff, 
W. H. Browning and J. A. Wilkinson, all of 
Shreveport, were entertained at the Haynesville 
Hospital by Drs. Wolff and Rivenbark for dinner 
preceding the meeting. 

Dr. H. R. Marlatt, 
Secretary-Treasurer. 
NATIONAL TUBERCULOSIS ASSOCIATION 
THIRTY-SECOND ANNUAL MEETING 

From April 22 through 25 will be the annual 
meeting of this organization in New Orleans. The 
preliminary program shows that on Wednesday 
night will be an open general meeting, the main 
address of which will be on the campaign against 
tuberculosis in Mexico, by Dr. Alarcon of Mexico 
City. It is expected that the Goveronor of Louis- 
iana and the Mayor of New Orleans will give 
short talks. The four sections have arranged a 
most interesting series of papers. In the patho- 
logic section, beginning 9:30 Thursday morning, 
five papers will be read by such men as Neiman, 
Woolpert, Vorwald and Kahn and others. Friday 
afternoon the section will continue when presen- 
tations will be made by a group which contains 
such names as Long, McPhedran and Wallace. 

The clinical section will meet Thursday after- 
noon at 2:00 and it will be especially interesting 
to those engaged in the management of the tuber- 
culous patient. Friday morning this section will 
meet again to hear six more papers. 

The sociologic section meets Thursday after- 
noon at 2:00 with a symposium on the epidemiolo- 
gy of tuberculosis in youth. 

In the administrative section the Thursday 
morning presentations will be on tuberculosis and 
economic security. On Friday, April 24 at 2:00 
the subject will be putting our knowledge of tu- 
berculosis to work, through the physician, through 
the schools and colleges, through the Tuberculosis 
Association and through the public agencies. On 
Saturday, April 25 at 9 a. m. there will be a joint 
symposium of tuberculosis among different peo- 
ples. In the symposium racial aspects of tuber- 


culosis in Mexico, tuberculosis in Porto Rico, tu- 
berculosis in negroes in the United States, will 
be presented and discussed. 

In addition to these formal presentations, round 
table discussions are scheduled for two of the eve- 
nings at which the attendants are at liberty to 
bring up subjects for informal discussion and are 
free to participate in the general talk. 

An attractive list of entertainment has been pro- 
vided for the visitors who may not be interested 
in more than a minimal amount of the scientific 
work. There is thus combined pleasure and scien- 
tific business. The program is such that it should 
interest not only the clinician and the pathologist 
but those who are engaged in the social aspects 
of tuberculosis and in the various administrative 
problems that have to do with this important dis- 
ease. 


POPULAR BELIEFS AND SUPERSTITIONS 
ABOUT THE EYES 

Under this heading the National Society for 
the Prevention of Blindness has published a pam- 
phlet, publication No. 184, by Dr. Charles A. Bahn, 
President of the Louisiana Society for the Pre- 
vention of Blindness. This brochure’ contains 
many of the data that were in a paper of a simi- 
lar title, however the present pamphlet has been 
altered considerably in many ways and is by no 
means the same work. Those interested in dis- 
eases of the eye and more particularly in pre- 
vention of blindness, will find this pamphlet, of 
some 19 pages, interesting and instructive. It will 
be especially interesting to the lay individual who 
likewise is interested in the problems that have to 
do with loss of sight. 


NEWS ITEMS 

A twelve months’ Residence-ship in Allergy is 
available in the offices of Doctors Vaughan and 
Graham in Richmond, Virginia, for properly quali- 
fied young physicians. This will be a semi- an- 
nual appointment, the first appointment to be 
made in the very near future. Completion of 
an internship, either rotating or in Internal Medi- 
cine in a nationally recognized teaching hospital 
is a prerequisite. 

Inquiries or applications should be made to Dr. 
Warren T. Vaughan, 201 West Franklin Street, 
Richmond, Va. 


The American Association on Mental Deficiency 
composed of some 500 educators, psychologists, and 
psychiatrists is holding its sixtieth annual meet- 
ing at the Hotel Jefferson, St. Louis, Mo., on May 
1, 2,3 and 4. The Friday sessions will be devoted 
to General and Sociological aspects of mental de- 
ficiency; the Saturday sessions to Psychological 
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and Eudcational topics with special stress on Edu- 
cational Disabilities. The Monday sessions will 
be given over to Research Activities, Medical As- 
pects and Administrative Problems in mental de- 
ficiency. 


EARLY AND ADEQUATE CARE REDUCES THE 
RISKS OF MOTHERHOOD 


Mother’s Day has taken on added significance 
during these past few years because of the move- 
ment to bring to the attention of the Nation the 
needless waste of life of mothers in childbirth and 
ty develop better maternity care. 


A special effort is being launched for the sixth 
time this year through the Maternity Center As- 
sociation with the keynote: 
care reduces the risks of 
plays a leading role. 


Early and 
motherhood: 


adequate 
Father 


Experts tell us that over half of our maternal 
mortality of 15,000 a year could be prevented. In 
8,000 homes last year mothers died who did not 
need to die. They were homemakers of 8,009 
families in many of which were children. 

It is needless to point out the social consequences 
of these deaths. Broken homes with their atten- 
dant problems help to fill the delinquency courts, 
to bring family strife and disaster to many young 
lives. 

The crime of it is that although we know enough 
to prevent these deaths, they are not being pre- 
vented. The general death rate never was lower. 
Diphtheria and tuberculosis are on their way out 
as public health problems. We know enough to 
reduce maternal mortality as much as tuberculosis 
has been reduced during the past quarter of a cen- 
tury. But the death rate among mothers has re- 
mained nearly stationary since we have had sta- 
tistics in the United States. 


It is also interesting to note that maternal deaths 
last year were nearly half as numerous as auto- 
mobile fatalities about which the Nation was so 
thoroughly 


aroused. There were 15,000 known 
maternal deaths compared with 36,400 automobile 
deaths. It also does not redound to our credit 


that the maternal mortality rate in the United 
States is one of the highest in the world. While 
this statement has been questioned from time to 
time because of the different methods of classifi- 
cation of deaths in various countries, the United 
States Children’s Bureau in a recent study* of the 


*Comparability of Maternal Mortality Rates in 
the United States and Certain Foreign Countries, 
1935, Publication 229. 
Bulletin of Maternity Center Assn., 
1 E. 57 St., New York 
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subject declared that “No matter what method of 
procedure is used, the United States retains an 
exceedingly high 
countries.” 


rate as compared with other 
Do not let another Mother’s Day pass without 
taking the first step in your community toward 


making maternity safe. 

The Maternity Center Association, 1 East 57th 
Street, New York, upon request will gladly supply 
suggestions for the conduct of special Mother’s 
Day educational efforts in local communities, 


INFECTIOUS DISEASES IN LOUISIANA 


Dr. J. A. O’Hara, Epidemiologist for 
ot Louisiana, 


the State 
has furnished us with the weekly 
morbidity reports for the State of Louisiana, which 
contain the following summarized information: 
For the eighth week of the year, ending February 
22, the following diseases were reported in double 
figures: 70 cases of measles, 64 of pneumonia, 34 
of gonnorrhea, 29 of syphilis, 28 of pulmonary 
tuberculosis, 24 of influenza, 18 of whooping cough, 
15 of scarlet fever, 14 of diphtheria, and 11 of can- 
cer. Three cases of smallpox were reported this 
week and 5 of cerebrospinal meningitis. 
of tularemia was listed from Iberia 
case of undulant 


One case 
Parish and 1 
fever from Ascension Parish. 
For the next week, ending February 29, there was 
a decided jump in pneumonia, 90 cases being re- 
ported, probably an evidence of the cold weather 
which approximated this date. There were listed 
also 68 cases of syphilis, 78 of influenza, 51 of 
measles, 30 of pulmonary tuberculosis, 25 of gonor- 
rhea, 19 of scarlet fever, 18 each of chickenpox 
and cancer. Of the rarer diseases, 3 


smallpox were reported this week, 3 of epidemic 


cases of 


cerebrospinal meningitis, 4 of tularemia and 1 of 


undulant fever. The tenth week of the year, which 
ended March 7, was characterized by a_ very 
marked increase in the number of cases of influen- 
za, 141 being reported this week. The pneumonia 
cases dropped to 53 but there were 86 of syphilis 
and 50 of whooping cough. Measles also was 
rather active as 70 cases appeared on Dr. O’Hara’s 


report. Other diseases listed included 30 cases of 
pulmonary tuberculosis, 26 each of chickenpox 


and gonorrhea, 18 of diphtheria, 17 of scarlet fever, 
16 each of malaria and cancer. Two cases of 
smallpox, both from Rapides Parish, were report- 
ed. One case of tularemia 
Orleans Parish. 


was reported from 
Trachoma appeared for the first 
time in some years on the weekly morbidity report, 
1 case being reported from Caldwell Parish. In- 
fluenza was still rampant throughout the State, 
according to the report for the week ending March 
14, as there were 111 cases listed. Pneumonia 
also was taking its toll as indicated by 71 cases 
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recorded. There were listed also 68 cases of 
measles, 39 of pulmonary tuberculosis, 30 of whoop- 
ing cough, 23 of chickenpox, 20 of malaria, 18 of 
syphilis, 17 of cancer, 16 of diphtheria and 14 of 
scarlet fever. There were 7 of smallpox 
reported this week, 6 of which came from Terre- 
bonne Parish and 1 from St. James Parish. Two 
patients were found to have tularemia, 1 from E. 
Feliciana Parish and 1 from Jefferson Davis Parish, 


cases 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of Census 
reports that for the week ending February 15 there 
were 178 deaths in the city; 107 white and 71 
colored. The death rates for the three groups res- 
pectively were, 19.3, 16.4, 26.6. During this week 
19 infants under one year of age died making the 
infant mortality rate 110. For the week ending 
February 22 there was a marked increase in the 
number of deaths, there being 199 with a death 
rate of 21.6, divided 118 white, rate 18.0 and 81 
colored, rate 30.4. The infant mortality rate this 
week was 105. The death rate showed a further 
increase for the week ending February 29. The 
rate for the white group was 19.0 and for the 


negro 29.6. The infant mortality rate was 110. 
There was some drop in the death rate for the 


week ending March 7, 187 deaths being responsible 
for the rate of 20.3. As usual the negro rate, 28.1 


was much higher than that of the white, 17.1. 
There were 112 white deaths and 75 negro. The 
infant mortality rate was 145; the negro infant 


mortality rate obtaining the remarkable high fig- 
ure of 212. 


oe A 
A SAD ANNOUNCEMENT 
It is with deep regret that the medical profes- 
sion of the State have learned of the death of two 
distinguished New Orleans physicians, Dr. Charles 
L. Chassaignac and Dr. C. Jeff Miller, both of 
whom were truly great doctors. Dr. Chassaignac 
died at the age of 74 after a long active career. 
Dr. Miller was 62 years old and in the height of 
his fame and professional activity.* 
OS -. SiiieameeaemmemmmmemeomsetT 
*The death of these two distinguished New Or- 
leans doctors took after the Journal had 
gone to press. In the next number of the Journal 
it will be possible to publish more completely the 
activities and careers of these two men. 


place 


WOMAN'S AUXILIARY 
Louisiana State Medical 





Society 


President—Mrs. Hermann B. Gessner, New Or- 
leans 
President-Elect—Mrs. James Byron Vaughn, 
Monroe 
lst. Vice-President—Mrs. Samuel B. Kreeger, 


Lake Charles 
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2nd. Vice-President—Mrs. L. E. Shirley, Jennings 

3rd. Vice-President—Mrs. D. T. 

4th. Vice-President—Mrs. 
Homer 

Treasurer—Mrs. Jos. E, Heard, Shreveport 

Recording Secretary—Mrs. James W. 
New Orleans 

Corresponding Secretary—Mrs. H. Vernon Sims, 
New Orleans 

Parliamentarian—Mrs. C, E. 


Milam, Monroe 
Harry R. Marlatt, 


Warren, 


Rew, Shreveport. 





To the Auxiliary members of Louisiana: 
Dear Friends: 

I hope you will read the excellent report of Mrs. 
T. H. Watkins and her committees. 
it, I am sure you will agree 


After reading 
with me that they 
have done a fine piece of work and that we can 
look forward to the meeting in Lake Charles as 
affording a splendid opportunity for us to meet 
together, have a wonderful time, form closer ties 
of friendship and carry away with us an enthu- 
siasm which will do much for the greater success 
of the auxiliary in our state. 
Lookling forward to meeting you in Lake Charles, 
I am, 
Sincerely, 
Jessie H. Gessner, 
(Mrs, Hermann B. Gessner) President 


The foregoing greeting from Mrs. Gessner ex- 
emplifies what awaits the visitor to Lake Charles 
for the State Meeting April 27-29. The ladies of 
the Lake Charles auxiliary have planned a very 
splendid program of both work and play—with 
enough time to be devoted to the seriousness of 
business, and plenty of time for amusement and 
fun. Our appreciation to the hostess auxiliary 
can be shown by a large attendance, so to those of 
our members who can go, don’t miss this very 
lovely program that has been arranged. All good 
wishes to Lake Charles for a record-breaking meet- 
ing! 

The Annual Meeting Headquarters and meetings 
of the Auxiliary to the State Medical 
Society, Majestic Hotel 

Registration Desk: Lobby, first floor. 

Mrs. Stakely Hatchette, General Chairman 

Chairmen of sub-committees 

Registration—Mrs. Robert P. Howell, Jr. 

Tickets and Program—Mrs. Louis Hebert 

Automobiles—Mrs. H. B. White 

Publicity—Mrs. G. C. McKinney 

Exhibits—Mrs. W. P. Bordelon 

Luncheons—Mrs. J. D. Tuten 

Flowers—Mrs. Walter Moss 

Tea—Mrs. Olin Moss 

Barbecue Picnic—Mrs. 


Louisiana 


T. H. Watkins 
General Entertainment Committee 
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Mrs. R. G. Holcombe 


Mrs. C. V. Hatchette 


Mrs. George Kreeger Mrs. B. N. Sewell 
Mrs. J. G. Martin Mrs. J. E. Sorrells 
Mrs. Louis Kushner Mrs. W. G. Fisher 
Mrs. Ben Goldsmith Mrs. T. C. Moody 
Mrs. E. L. Clement Mrs. I. M. Lamansky 
Mrs. J. A. Crawford Mrs. F. D. Edwards 
Mrs. D. S. Perkins Mrs. W. A. K. Seale 
Mrs. Robert Marshail 
Monday, April 27, 1936 
8:00 p. m.—Open Meeting. 
Tuesday, April 28, 1936 
9:00 a. m.—Pre-Convention Executive Board 


meeting, Majestic Hotel, second floor parlor. Mrs, 
H. B. Gessner, President of Auxiliary to Louisiana 
State Medical Society, presiding. 

1:00 p. m.—Auxiliary luncheon at Majestic Hotel, 
tickets 75c. 

3:30 to 5:30 p. m. Tea at home of Mrs. Matilda 
Gray—Doctors are also invited. 

8:00 p. m.—Open meeting and President's recep- 
tion 

Wednesday, April 29, 1936 

9:00 a. m.—General Auxiliary, 
H. B. Gessner President, presiding. 
parlor, Majestic Hotel. 

Invocation: Rey. G. 

Welcome Address: 


Session of Mrs. 


Second floor 


B. Hines 
Mrs. S. George Kreeger 


Response to Address of Welcome: Mrs. James 
Byron Vaughan, President-Elect, Monroe. 

Reading of Minutes. 

Reports: State Officers; State Committees; 


Parish Auxiliaries; Special Committees. 
Report of Woman’s Auxiliary to American Medi- 
cal Association 
Report of Woman’s Auxiliary to Southern Medi- 
cal Association 
Recommendations of 
New Business 
Report of Nominating Committee 
Introduction of New Officers 
Reading of Minutes 


Executive Board 


Announcements by new president, Mrs. James 
Byron Vaughan. 

Adjournment. 

1:00 p. m.—Luncheon Majestic Hotel. 

3:00 p. m.—Post-Convention Executive Board 


Meeting, Mrs. James Byron Vaughn, President of 
Auxiliary to Louisiana State Medical Society, pre- 
siding. Second floor, Majestic Hotel. 

5:00 to 9:00 p. m.—Barbecue picnic for doctors 
and wives, Country Club, 
to 9. 


Prien Lake—Supper 5 

to 7—Dancing 7 

ATTENTION AUXILIARY PRESIDENTS AND 
CHAIRMEN OF COMMITTEES!!!! 

Our State President, Mrs. Hermann B. Gessner 

has requested that all annual reports be sent in 


to her by April 6. These reports must be in 
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the hands of the A. M. A. no later than April 11. 
Please make four (4) copies of each report, and 
make every effort to comply with the wish of Mrs. 


Gessner. Your co-operation will be greatly ap- 
preciated. Mrs. Gessner’s address is No. 119 Au- 


dubon Boulevard, New Orleans, La. 


The meeting of the Woman’s Auxiliary to the 
American Medical Association will be held in 
Kansas City, Mo., May 11-14—with headquarters 
in Hotel Baltimore. A large attendance is anti- 
cipated, so make note of the dates and make your 
plans now to attend. 

Mrs. 


xeorge D. Feldner, Chairman 


Press and Publicity 


CADDO PARISH 
The March meeting of the Woman’s Auxiliary 
to the Shreveport Medical Society met in the home 
of Mrs. L. T. Baker, Mrs. Baker has 
always been a very active member of this auxiliary 
but due to the twenty mile drive, she has hesitated 
to invite the Her home is charming 
and the arrangement of jonquils and narcissi and 
flowering quince throughout 
Splendid reports were given 
by the chairmen of the standing committees. The 
Christmas Seal Sale which sponsors the work at 


Dixie, La. 


auxiliary. 


the reception rooms 


was very pleasing. 


the Preventorium was most enthusiastically re- 
ceived. This lovely party was enjoyed to the full- 
est. 


Mrs. Johnson R. Anderson, 


Publicity Chairman 


ORLEANS PARISH 

The Woman's Auxiliary to the Orleans Parish 
Medical Society had the honor of being hostess at 
their March meeting to the wives of doctors at- 
tending the Southeastern Surgical Congress which 
recently met in New Orleans. A delightful talk 
on “Romantic New Orleans” was given by Mr. 
Meigs O. Frost, and a group of negro spirituals 
was sung by the Dillard University Octette. 

During the business meeting, upon the suggestion 
of Mrs. Gessner, the assembly stood in honor of Dr. 
Rudolph Matas in significance of the honor con- 
ferred upon him at the meeting of the Southeast- 
ern Surgical Congress, Dr. Matas was made an 
honorary member of the Academy of Medicine and 
Science of Cuba and also a member of the Com- 
mandery of Carlos Finlay. 

Mrs. Jules Myron Davidson, Chairman 
rangements for the “Doctor’s Day” 
held on March 30, reports that plans 
gala affair have all been completed, and if we 
are to judge from the enthusiasm displayed by 
our members, this leap year party will “go over” 
by “leaps and bounds.” 

Mrs. Ralph J. Christman, 
Publicity Chairman 


of Ar- 
Party to be 
for this 
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Bibliography of the Poem 


Gallicus: 


Syphilis Sive Morbus 
By Girolamo Fracastoro of Verona; 
compiled by Leona Baumgartner & John F. 
Fulton. New Haven. Yale University 
1935. pp. 157. Price, $5.00. 
Francastoro’s immortal poem first appeared in 
1530. The authors of this comprehensive bibli- 
ography have traced one hundred editions, which 
comprise’ translations 


Press 


into six languages. In 
Italian there are fifteen independent versions; in 
English seven. They point out the strong 
ence of the poem and explain that in 
quately to estimate the 
has received 


influ- 
order ade- 
influence of a work that 
a wide recognition 
analysis must 
especiallly translation 

Pertinent questions 
Who was the printer? 
a fellow was the translator? 


such thorough 
be applied. Every 


every 


bibliographical 
edition and 
teems with 
themselves. 


more 
interest. present 
What sort of 


Why was the trans- 


lation undertaken? For what public was it in- 
tended? The authors answer many such 
questions. They speculate on the circumstances 


leading to the appearance of four English 
lations published between 1928 and 1935. 

Their method of analysis is a combination of 
methods employed by Fulton in “A Bibliography 
of the Honourable Robert Boyle” and the Oxford 
Bibliographical Society in their Proceedings and 
Papers. Wherever possible they attempted to use 
contemporary spelling. 


trans- 


Bibliophiles and students of medical history wiil 
cherish this scholarly work not so much for cata- 
loging and classifying the various editions but for 


the precious commentary notes which vest each 
studied edition with individuality, value and 
charm. 


Nahum Tate, Poet Laureate of England wrote the 
first English edition in 1686. A free translation 
in iambic pentameter, it was widely acclaimed for 
its force and beauty. Dryden re-published it on 
four occasions in his miscellany. In 1911, the first 
American edition was published in St. Louis. The 
translator was Solomon Claiborne Martin who was 
graduated from Tulane University in 1865. By all 
odds the best English translation is the recent one 
by Dr. William van Wyck, famed Baltimore lin- 
guist and renaissance scholar. He called it The 
Sinister Shepard. It is distinguished by the fact 
that he adhered closely to the original text and 
produced a rhythm-perfect, stirring poem. 

MAURICE SULLIVAN, M. D. 


Aphasia, A Clinical and Psychological Study: By 
Theodore Weisenburg, M. D., and Katharine E. 
McBride, Ph. D. New York, 601. 
Price, $5.00. 

This study of aphasia was undertaken in 1929, 


1935. pp. 


with the assistance of a grant from the Common- 
wealth Fund, by Dr. Theodore Weisenburg, Pro- 
fessor of Neurology, Graduate School of Medicine, 
University of Pennsylvania, and Editor-in-Chief of 
the Archives of Neurology and Psychiatry. Dr. 
Weisenburg had for many years been interested 
in the subject of aphasia and devoted practically 
his entire attention, to this study during the last 
years of his life. The completed manuscript was 
submitted for publication only a few weeks prior to 
Dr. Weisenburg’s death. 


The problem of aphasia is extremely 
and a very much involved question. To evaluate 
properly even the simplest problems in aphasia 
requires a very broad knowledge of the anatomy 
and physiology of the areas of the brain involved 
ir speech disturbance. For research in the prob- 
lem or for anyone who wishes to know what has 
been advanced in explanation of aphasia, this book 
will prove a source of much value. 

C. S. Hotsroox, M. D. 


intricate 


Fasciae of the Human Body and Their Relations 


to the Organs They Envelop: By Edward 
Singer, M. D., New York. The Williams and 
Wilkins Co., 1935. pp. 105. Price, $3.00. 


The importance of fascias is well recognized by 
the surgeon but they have been surprisingly neg- 
lected in the textbooks and in the teaching of 
anatomy. The importance of fascias in the funda- 
mental plan of the body structure and, therefore, 
their importance in the teaching and study of 
anatomy has not been generally appreciated. For 
this reason it is gratifying to see even an admit- 
tedly incomplete presentation of the subject. 


Singer’s work presents the fascias of the trunk 
particularly well and that of the extremities in a 
fairly adequate manner, especially from the stand- 
point of illustrations. In the neck region his de- 
scriptions do not agree with the findings of this 
reviewer in some respects but they do have @dis- 
tinct merit. 


The fact brought out by the author in the pre- 
face to his work, that proper demonstration of 
the fascias is impossible by ordinary methods of 
dissection is worthy of special comment. The 
placing of the emphasis on compartments of which 
fascias form the walls is probably not sufficiently 
stressed. These compartments can be thoroughly 
studied and their limitations acurately determined 
by the simple expedient of filling them with air 
under presure. This device is easily made avai!- 
able in the student laboratory and should be a 
part of the equipment of every dissecting room. 
It seems likely that Singer’s findings might have 
been somewhat modified had this method of study 
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been utilized in adidtion to his method of removy- 
ing the organs and preserving the fascias. 

It is to be hoped that this little volume wili 
serve as a stimulus to further work on this sub- 
ject. If so, it will lead to utilization of much of 
the time, now devoted to intricate and all too soon 
forgotten detail, for the study cf fascial compart- 
ments. Such an approach would greatly simplify 
the study of gross anatomy and provide the prac- 
titioner of medicine with a fundamental knowledge 
of anatomical which he could hepe 
to retain and use in the practice of medicine and 
surgery. 


relationships 


B. I. Burns, M. D. 
Diseases of the Chest: By J. Arthur Myers, M. D.; 
ed. by Morris Fishbein, M. D. New York. Na- 
tional Medical Book Co. 1935. pp. 385. 
Price, $3.00. 


Inc., 


The tremendous acquisition to our knowledge of 
pulmonary diseases in recent years necessitated 
the publication of a book which would at once be 
of much informative value and at the same time 
bring up the subject matter to the present mo- 
ment and so make the reader acquainted with the 
newest and most 
icals. 


reliable facts in current period- 
It is the reviewer’s opinion that Myers has 
most admirably and adequately done us this ser- 


vice. The book is divided into three major por- 
tions. The first two deal with Pulmonary Tuber- 
culosis and the third with Non-tuberculous Dis- 


eases of the Chest. In Part I the first infection 
type is dealt with and in Part 2 the Reinfection 
type is discussed. 

It is hardly necessary to dilate upon the fact that 
Myers today is accepted as one of the authorities 
in the study of tuberculosis. The sure manner of 
the master is obvious in the lucid and trenchant 
manner in which his material is handled. The 
clarity and simplicity of his style make the read- 
ing matter a pleasure and repeatedly, facts are so 
tellingly expressed as to make them readily com- 
prehensible to all. Newer methods are especially 
considered and the growing importance of the 
tuberculin tests; the bronchoscopic examination; 
the roentgen ray; and the surgical procedures are 
all discussed and their importance in the diagnosis 
and treatment of tuberculous and non-tuberculous 
diseases are stressed. The only regret that one 
has in reading the book is that space required too 
much of what is essential to be meagerly consid- 
ered. 


I. L. Ropsrns, M. D. 
Yearbook of General Medicine, 1935: Ed. by 
George F. Dick, M. D. and others. Chicago. 
Year Book Publishers, 1935. pp. 848. Price, 
$2.25. 
This publication is encyclopedic in its scope. 


Each branch of medicine has been edited by one 
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eminent in his field. The result is that the ar- 
ticles for the year 1935 that have been abstracted 
are of a superior order. This in itself would be 
enough to give the volume unstinted praise. But 
added to this are the brief but excellent editoriais 
that the editors permit themselves. In addition 
here is a fine index and the book is both sizeable 
and handy. Finally the price is so reasonable that 
the volume should be added as a valuable aid to 
the library of necessary everyday reference that 
is truly a masterpiece. 
I. L. Ropsrns, M. D. 


the physician needs. It 


John Whitridge Williams; Academic Aspects and 


Bibliography: By J. Morris Slemons. Balti- 
more. Johns Hopkins Press, 1935. pp. 107. 
Price, $1.50. 
This small volume represents, in a_ Slightly 


modified form, the presidential address delivered 
to the Pacific Coast Society of Obstetrics and 
Gynecology by Dr. Slemons. A short foreword hy 
John C. French which, purportedly, is an estimate 
of Dr. Williams as a member of the faculty, men- 
tions only the fact that he contributed generously 
to the library. 

The book,—what there is of it,—is of much in- 
terest but limits its sketch of Dr. Williams’ life 
chiefly to that portion of it when he was professor 
cf obstetrics at Hopkins. It 
that the pages which contain only a list of the 
titles of Dr. Williams’ contributions to medical 
journals number one half of the pages devoted to 
his life. 

Certainly it is fitting that the memory of 
America’s foremost obstetrician should be honored 
and revered; but this little volume, in comparison 
to the greatness of the man, 
gesture. 


is curious to note 


seems an ironical 
This is no criticism of the author whose 
brief address, encompassing as much of the man’s 
life as could be contained in the brief space al- 
lotted to an address before a medical society, is 
well written and interesting. It is a criticism cf 
a university which is apparently content with a 
slight farewell nod to one of its greatest geniuses. 

Medical biographies form one of the most in- 
teresting and inspiring sections of medical litera- 
ture. When one considers the number of réal 
volumes which have been written of the lives and 
works of the great men of medicine,—men whose 
place is no higher than that of Dr. Williams,— 
and holds in contrast this offering in memory of 
a great life it becomes, what it is, a reprint,— 
bound and sold, instead of gratuitously given. 

E. Perry THOMAS, M. D. 


Obstetrics for the General Practitioner: By J. P. 
Greenhill, B. S., M. D., F. A. C. S.; edited by 
Morris Fishbein, M. D. New York. National 
Medical Book Co., Inc. 1935. pp. 305. Price, 
$3.00. 


A medium sized volume “Obstetrics For The 
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General Practitioner,” fills the aim of the author 
admirably. It reads well, hence is not a compen- 
dium. The simplicity of presentation of present 
day ideas and practices is given concisely. There 
is little to criticize except some of the illustrations. 
The emphasis on conservative practice recommends 
it. 
Grorce A. Mayer, M. D. 


The Cerebrospinal Fluid and its Relation to the 
Blood: A Physiological and Clinical Study: 
By Solomon Katzenelbogan, M. D. Baltimore. 
The Johns Hopkins Press, 1935. pp. 46%. 
Price, $5.00. 

Realizing that the literature on cerebrospinal 
fluid and its relation to blood has assumed 
gigantic proportions, the author has made an at- 
tempt to correlate the available data “as a basis 
for orientation and research.” In this task, he 
has succeeded admirably for, while the book is not 
intended primarily as a text, it is a veritable mine 
of information, rich in pertinent data. ‘The dif- 
ficulty a contributor experiences in an impartial 
discussion of controversial problems in his field 
is solved by the author’s finesse in avoiding the 
Scylla of dogmatism and the Charybdis of irreso- 
lution. 

Throughout the twenty chapters of the book, 
one experiences the satisfaction of an authorita- 
tive and unbiased presentation of important con- 
tributions. The first three chapters concern 
themselves with the origin, mode of formaticn, 
and circulation of the cerebrospinal fluid. Ten 
chapters are devoted to the concentralion and 
distribution ratios of various blood constituents 
between cerebrospinal fluid and blood in health 
and disease. The discussion considers the phy- 
siological and pathological significance of the 
data, including the practical consideration of their 
dagnostic value. The remaining seven chapters 
cover a variety of topics, including immunity pro- 
cesses in blood and cerebrospinal fluid, tests and 
alteration of ‘“‘barrier function,” pressure relation- 
ships, and the passage of arsenic and bismuth into 
the cerebrospinal fluid during chemotherapy with 
various compounds of these elements. Most of the 
chapters are closed by a short summary ‘a few 
chapters have, in addition, a comment) which 
correlates the presented factual knowledge, giving 
the reader a composite picture of theoretical and 
practical interest. The book closes with an ex- 
tensive bibliography and an_ entirely adequate 
subject and author index. 

There is little doubt but that this work is a 
valuable contribution to the literature. It should 
prove of moment, not only as an important refer- 
ence book, but also as a stimulating source of nu- 
merous research problems. 


SAMUEL B. NAbDLER, M. D. 


Diagnosis in Joint Disease: By Nathaniel Allison, 
M. D., F. A. C. S. and Ralph K. Ghormley, M. 
D. New York. William Wood & Co., 1931. 
pp. 196. Illus. Price, $4.00. 

This beautiful atlas, comprising diagnostic 
methods in a number of the commoner arthritides, 
is the result of observations by the authors of 289 
eases of joint disease. 

Their sole object is an effort to establish more 
careful investigation in the various forms of arth- 
ritis, which, therefore, should result in more ac- 
curate diagnoses, and a more correct classifica- 
tion of joint conditions. 

Following a most meticulous course of history 
taking, physical examination, laboratory investi- 
gation, and biopsy, with microscopical studies, 
each diagnosis is arrived at in the way of a logical 
conclusion. 

A, complete, brief survey of the historical back- 
ground of each group of joint conditions, with 
studies in anatomy, physiology, pathology and bio- 
chemistry of the structures and joint fluid in the 
various diseases under discussion, is found at the 
beginning of each chapter. The chapter on tuber- 
culosis of joints is especially interesting in the 
excellence of the cases included, the final diagno- 
sis in several instances, apparently, having been 
made by study of tissue removed from the sus- 
rected joints. 

It is interesting to note that a fairly common 
condition which must be differentiated from tuber- 
culous arthritis is lacking in this volume; namely, 
osteo-chondritis juvenilis deformans. 

The latter portion of the book is devoted to the 
proliferative and degenerative arthritides, and al- 
though much has been shown in the way of micro- 
scopical investigation, apparently very little, so 
far, has been done from the clinical standpoint to 
relieve the disabilities caused by these two con- 
ditions, or even to prevent their occurrence. 

This volume, though interesting, contains noth- 
ing new, even in the way of classification, and, in 
the opinion of the reviewer, the remarkable amount 
of investigation done in order to establish the 
diagnosis in each case is the one commendable 
feature. 

Photomicrographs of pathological tissue sections 
are carefully selected, and are beautifully repro- 
duced. 

DupLteEY M. Srewart, M. D. 





The Parathyroids in Health and in Disease: By 
David H. Shelling, M. D. St. Louis. C. .V 
Mosby, 1935. pp. 335. Price, $5.00. 

Gley discovered the parathyroid glands in 1891 
and studied the effects of extirpation in a number 
of animals. In the same year, von Reckling- 
hausen described the lesions of the bones in osteitis 
fibrosa cystica, a condition which later became 
known as von Recklinghausen’s disease. Unfor- 
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tunately, the 
not noted by von 


condition of the parathyroids was 
Recklinghausen. To Askanazy, 
in 1904, belongs the credit of recognizing an en- 
larged parathyroid in the necropsy of a case of 
von Recklinghausen’s disease, which led to de- 
scription of other cases in which this association 
was found. The brilliant discovery of Mandl of 
Vienna, in 1925, that of finding the clinical symp- 
toms enhanced by homotransplantation of para- 
thyroid gland into a case of osteitis fibrosa cystica, 
led to his curing a case of the disease by search- 
ing for and removing a parathyroid adenoma. 
This completed the conception of the syndrome of 
hyperparathyroidism, removing von Reckling- 
hausen’s disease from the realm of neoplasms and 
placing it among the metabolic diseases due to de- 
rangement of internal secretion, at the same time 
throwing a bright light of interest on the 
parathyroid gland so that numerous articles indi- 
cating a mass of clinical and experimental investi- 
gation have been published on the subject. The 
author has digested this massive literature and 
it before the reader, correlated and evalu- 
ated, so that the monograph may be said to be a 
true and full exposition of the present extent of 
our knowledge concerning the parathyroid glands 
and their function. The chapter on tetany is no 
less detailed than that on hyperparathyroidism 
and experimental evidence relative to the physiol- 
ogy and the relation of the parathyroids to vita- 
mine D are discussed in detail. The author has 
obviously made an exhaustive study of the funda- 
mentals of the subject and the book is recommend- 
ed from that standpoint. 

Very little space, perhaps too 
devoted to the technical surgical 


new, 


places 


little, has been 
aspect, because 
surgical extirpation is the natural termination of 
hyperparathyroidism. 

Howarp R. MAnorner, M. D. 


Immunilogy: By Noble Pierce Sherwood, Ph. D., 
M. D., St. Louis. The C. V. Mosby Company, 
1935. Illus. pp. 608. Price, $600. 

Sherwood has presented the fundamentals of im- 
munology in what might be termed an introduc- 
tion to the subject. Designed primarily for medi- 
cal students, the text deals with the fundamental 
concepts of immunologic problems. One _ readily 
sees that it supplements, and must be supplemented 
by, collateral application and 


discussion of prac- 


tical aspects of immunology, which are largely 
omitted. 
One is happy to note that, unlike many text 


books, the author’s views do not distort the evi- 
dence given for and against theoretical considera- 
tions—a sound attitude in a field in which theory 
plays a dominant role in interpretation and un- 
derstanding. This is particularly to be noted in 
the discussion of tuberculosis and syphilis. 


The inclusion of such recent immunologic ad- 


- fectious mononucleosis 
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vances as the clinical applications of PPD and 
the Frei test are to be commended. However, the 
relationship of the heterophile agglutinins to in- 
is not considered. 
Another commendable feature is the inclusion 
at the end of each chapter of adequate references. 
WitiiAm A. SopeMAN, M. D. 


Clinical Miscellany, vol. 2: 1935. The Mary Imo- 
gene Bassett Hospital, Cooperstown, N. Y. 
Springfield, Ill. Charles C. Thomas, 1935. pp. 
218. 


The first volume was reviewed in this Journal 
some months ago. The second is a worthy suc- 
cessor. The reviewer again wishes to call atten- 
tion to the fact that this splendid contribution 
of case presentations emanates from the small vil- 
lage of Cooperstown, N. Y. and demonstrates con- 
vincingly and conclusively that the modern man 
in the country with the necessary modern tools 
is in every way the peer of his 
intellectual medical townsman. 

B oe 


of his profession 


Rogpsins, M. D. 


Medical Man and the Witch During the Rainais- 
sance, By Gregory Zilboorg, M. D. Baltimore, 
The Johns Hopkins Press, 1935. pp. 215. Price, 
$2.50 . 

This book consists of a group of three lectures 
presented by the author as the Hideyo Noguchi 
lectures at the Johns Hopkins University. It is 
an excursus into one of the most fascinating 
chapters on the history of psychiatry. The first 
lecture deals with physiological and psychological 
aspects of the Malleus Maleficarum by the Do- 
minican monks, Johann Sprenger and Heinrich 
Kraemer and published in the years between 1487 
and 1489. This infamous book was the textbook 
ot the Inquisition and it gave official sanction to 
the horrible superstition of witchcraft, which was 
held the universal belief alike by the literate and 
illiterate of that century. The second deals with 
medicine and the witch in the sixteenth century, 
and in it the author convincingly shows that the 
witch and the devil “fulfilled an emotional and 
not an intellectual need of the age’’. Several in- 
teresting reformers of a lesser order are discussed. 
The final lecture concerns itself with Johann 
Weyer, the Founder of Modern Psychiatry and his 
famous book “De Praestigiis Daemonum, etc.” It 
was completed in 1562. It is the greatest work in 
a dark and dismal age that preceded the spiritual 
rebirth of mankind and elevated the things of the 
mind to the status of a science. It was a real 
antidote to the first mentioned book and although 
its ideas were accepted as all great innovations, 
very slowly and haltingly, it yet was one of the 
great powers that finally shattered the horrible 
specter of medieval superstition,—witchcraft. 

I. L. Rogpsrns, M. D. 
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Recent Advances in Medicine: Clinical, Laboratory, 
Therapeutic: By G. E. Beaumont, M. A., D. 
M. (Oxon.), F. R. C. P., D. P. H. (Lond.) and 
B. C. Dodds, M. V. O., D. Se, PhD., M. D., 
F. R. C. P. 8th Ed. Philadelphia, P. Blakis- 
ton’s Son & Co., Ine., 1936. 450. 
Price $5.00. 


Illus. pp. 


One may be somewhat mislead by the title of 
this book, especially since it is an eighth edition. 
“Recent advances’ incorporate not only the addi- 
tions to our knowledge in the last two to five years, 
and advances the last edition, but 
such procedures as the 
urinary 


since include 
heat and acid 
the usual technics for 
metabolism, and other 
advances of the modern era of medicine. 

The new 
edition of 


routine 
test for protein, 


blood chemistry and basal 


edition is a revision 
1934. Advances in endocrinology, es- 
pituitary secretions, anti-hormones, 
thymic extracts and chlorides in Addison’s disease 
are included. The diagnostic use of 
hyperthyroidism is _ presented. 
disease, both in 


of the seventh 


pecially in 


iodine in 
Therapeutic ad- 
the use of digi- 
talis preparations and the use of thyroidectomy, 
are given. An evaluation of gold salts in the 
treatment of tuberculosis is made. 


vances in heart 


The conclusions on 


the relationship of the fla- 
B, are somewhat premature, es- 
pecially in the light of recent investigations. The 


vins to vitamin 


electrocardiography given follows closely the work 
of Sir Thomas Lewis. One wonders, with the wide 
acceptance given the newer concepts of bundle 
branch block and ventricular ectopic beat locali- 
zation in the United States, that at 
tion is not made of these views. 


least men- 


While the book is unique in its scope both as to 
time and material, aside from the personal evalua- 
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tion of certain laboratory and therapeutic pro- 
cedures, even the moderately well read physician 
can expect little from it. 


WittiAM A. SopeMAN, M. D. 
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